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Tue attention to be accorded to any condition 
is determined first by its frequency and in the 
second place by the mortality and morbidity 
involved. Breech presentations demand attention 
in particular because of the latter complications. 


Maternal Risks. 

Although pelvic delivery does not appreciably 
add to the maternal risks, labour is frequently 
prolonged, there is the possibility of considerable 
trauma to the genital tract, and, because of the 
incidence of fetal complications, it may be neces- 
sary to pass the hand into the vagina and uterus 
to a much greater extent than with normal vertex 
deliveries. 





3Read at a meeting of the Vietorian Branch of the British 
Medical Association on November 14, 1934. 
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On the whole, textbooks tend to minimize such 
fetal risks. The stillbirth rate for multipare is 
generally stated to be 3%, while 10% to 15% is 
given for primipare. But the records of many 
hospitals show clearly that the rate may rise as 
high as 40% in complicated cases. Naturally part 
of this high rate is due to the inclusion of all 
cases of breech presentation, whether at term or 
premature, whether the foetus be fresh or macerated, 
to the inclusion of cases of twin pregnancy or of 
cases in which other complications, such as placenta 
previa, may be present. In many of these instances 
the foetal deaths may be due to causes not directly 
associated with the presentation. To obtain the 
minimum fetal risks a study of the delivery of 
fresh, full-term foetuses is indicated. In a recent 
article Gibberd showed that in a series of such cases 
the stillbirth rate for primipare was 28% as com- 
pared with 15% for multipare. Table I shows the 
results from a consecutive series of breech cases at 
the Women’s Hospital, Melbourne. 
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TaBie I. 











Breech Delivery Full Term Fresh Fotuses. 
Number Percentage Percentage 
Group. of of of Neonatal 
Cases. Stillbirths. Deaths. 
Primipara be an 77 15°6 1:3 
Multipare oe - 154 12-3 1°3 
Total .. os os 231 13-4 1:3 

















These figures, however, do not differentiate 
between the cases which did not require interference 
during delivery and those with complications. The 
word “complication” is not used in the sense 
employed by Gibberd, who included extension of 
the extremities under uncomplicated deliveries. He 
considers that extension of the legs is the rule with 
primipare—an opinion not borne out in my own 
experience. The effect of interference during 
delivery on the mortality rate is well shown in 
Table II. 

















TABLE II. 
Infant Mortality following Normal and Assisted Deliveries 
Number Percentage Percentage 
Group. of of of Neonatal 
Cases. Stillbirths. Deaths. 
Norma! Delivery— 
Primipare.. ae 33 = = 
Multipare... - 90 4-4 2-2 
Total ee ee 123 3-2 1-6 
Assisted Delivery— 
Primipare... aa 44 27-3 2-3 
Multipare... oe 64 23-4 _ 
Total ee ée 108 25-0 0-9 














The variation in stillbirth rates between primi- 
pare and multipare may be explained in part by 
the difference in birth weights of the fetuses. The 
average weight with primipare was 3-15 kilograms 
(seven pounds), as compared with that of 3-5 kilo- 


grams (seven pounds twelve and a_ half 
ounces) for the infants of multipare. On 
the whole, the infants in assisted deliveries 


weighed more than the above averages for both 
classes of patients. The table also shows that the 
mortality was mainly due to deliveries in which the 
normal mechanism of labour had been disturbed 
and in which interference was necessary. Table III 
gives the details of these assisted labours. 

From this it will be seen that the statistics rather 
forcibly dispel the belief that breech delivery in the 
multipara is generally easy and not associated with 
many fetal risks. 


Ztiology. 


The conditions likely to produce this presentation 
in patients who are near full term are: (@) Those 
in which there is any interference with the fixation 
of the head in the pelvic inlet, the most important 





TABLE III. 
Details of Assisted Deliveries. 























Number Percentage Percentage 
Group. of of of Neonatal 
Cases. Stillbirths. Deaths. 
Extension of Legs— 
Primipare.. oe 15 6-6 _ 
Multipare.. Je 30 3°3 _ 
Total .. ad 45 4-4 _ 
Extension of Legs and 
Arms— 
Primipare... ee 30 33-3 3-3 
Multipare.. ‘3 a” “29 41-4 _ 
Total .. ‘ 59 37-3 1:7 
Extension of Head only— 
Primipare... os 2 100-0 = 
Multipare 2 50-0 = 
Total .. a 4 75-0 - 














cause being contracted pelvis. The same result is 
produced by placenta previa or by a thick, rigid 
cervix in an elderly primipara. (b) Conditions 
producing alterations in the shape and size of the 
uterus. The uterine cavity may be relatively over- 
sized, as in multiple pregnancy, or the liquor amnii 
may be in excess, as with hydramnios. Occasionally 
the upper part of the uterus departs from the usual 
type and is narrow; in others fibroids or maldevelop- 
ment, such as bicornuate conditions, may produce 
alterations in the uterine shape. 

In other words, with a normal pelvis with a uterus 
of normal shape and size and a normal fetus, 
the effects of gravity coupled with the kicking move- 
ments almost always result in a vertex presentation. 
Therefore the prophylaxis of breech presentations 
demands a close investigation of all the above 
wtiological factors. 


Conventional Signs. 


If every breech conformed to type the diagnosis 
would be easy. The soft compressible breech would 
be felt at or near the inlet, the firm rounded head 
would occupy the fundus and could be moved 
independently of the trunk, and the fetal heart 
would be heard at or above the umbilicus. But a 
thick abdominal wall with well developed muscles 
may render detection difficult. If the fetal iliac 
crests be palpated the breech will feel neither soft 
nor compressible, while the buttocks may also be 
mistaken for the shoulders. Again, at term with a 
high fundus and the breech not engaged, the head 
often lies under the ribs, where palpation is difficult. 
Similarly, when the breech is deeply engaged, the 
fetal heart is heard below and not above the 
umbilicus. 

Points of diagnostic value in doubtful cases are: 
(i) The palpation of the groove between the head 
and the trunk. If the resistance of the back be 
followed down towards the inlet and no furrow be 
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detected, the breech may be presumed to occupy 
the lower segment. (ii) The patient may complain 
of pressure and of a variable amount of pain in 
the epigastric region due to the presence of the 
head in the fundus. In such cases careful palpation 
may detect the head in this position. (iii) Extended 
legs may be suspected if the presenting part is rela- 
tively small and more conical than usual. In such 
eases the fetal head may be difficult to detect 
because of its diminished mobility and from being 
surrounded by small parts. The diagnosis therefore 
depends on the proper evaluation of a number of 
points taken together. 


The Prognostic Importance of Different Varieties of 
Breech Presentation. 

The complete breech has the best prognosis 
because of the larger area available to dilate the 
cervix and soft parts, and, when necessary, the 
feet are easily secured for delivery by traction. 

The frank breech is not so good a dilator and 
preinature rupture of the membranes is more fre- 
quent. There is also the effect of splinting by the 
extended legs with consequent difficulty of delivery 
and. its frequent association with extended arms and 
head. A footling presentation is usually associated 
with easy delivery, because the foetus is generally 
premature. The main disadvantages are premature 
rupture of the membranes, prolapse of the cord 
and because of insufficient dilatation of the cervix 
more risk of extension of the arms. 


Ante Partum Management. 

Once a breech presentation has been diagnosed, 
the question of rectification immediately arises. The 
necessity for external cephalic version is now well 
recognized, although occasionally the opposite view 
is expressed. There may be contributing causes, 
such as placenta previa, twins or hydrocephalus, 
which, if present, will necessitate a different 
decision. But in the absence of such factors version 
should be attempted with every primigravida, while 
with multipare it is still the method to be chosen 
because of the foetal risks already noted. 

The reason for stressing the value of external 
version is the inability to estimate accurately any 
disproportion between the pelvic inlet and the fetal 
head at the fundus. A slight difference of opinion 
exists as to the optimum period for performing 
version. While some would do this whenever the 
presentation is recognized and even as early as the 
twenty-eighth week, the best time is about the thirty- 
fourth week. At earlier periods the presentation is 
likely to turn spontaneously to a vertex, and the 
smallness of the fd@tal trunk often makes the 
manceuvre rather difficult at this stage. Even if the 
condition be not diagnosed until near the end of 
pregnancy, version should still be attempted. 


The Technique of External Cephalic Version. 

The problem facing the obstetrician is to turn 
the long axis of the fetus past the short transverse 
diameter of the uterus. The more the spine of the 
feetus is flexed, the more spherical is its shape and 
the greater the ease in turning within the uterine 









ovoid. Therefore all manceuvres are based on main- 
taining and, if possible, increasing the flexion of 
the foetus. 

Wherever possible the patient should be pre- 
viously prepared by giving an enema and by seeing 
that the bladder is empty. For nervous patients a 
preliminary sedative is advisable, especially if the 
abdominal wall be tense or the uterus irritable. 
The patient lies on her back with the legs flexed 
to relax the abdominal wall and the skin is liberally 
powdered to facilitate the manipulations. The fetal 
outline is carefully determined and the position of 
the back is noted. As a preliminary step the pelvic 
pole is dislodged from the inlet by pressure with 
one hand or, if necessary, by pressure through the 
vaginal fornices. The head is then grasped and 
pushed in the direction which it is facing, that is, 
as if the fetus were making a forward somersault, 
flexion thus being maintained. It is best to main- 
tain steady upward pressure on the breech, while 
pushing the head downwards either by a slight 
increase in pressure or by a series of short dipping 
movements. Usually this is sufficient to get the 
foetal head past the transverse diameter of the 
uterus, when further version is easy. The head is 
now gently guided into the pelvic inlet and the 
trunk is straightened out in the uterine cavity. A 
binder is applied, and it is preferable to keep the 
patient resting for several hours because of the 
possibility of premature labour. 

In some cases, if these manipulations fail, 
especially owing to difficulty in dislodging the head 
from under the costal margin, it may be better to 
reverse the direction of version, to push the breech 
upwards towards the fetal abdomen and thus to 
tend to rotate the head towards the fetal back. 

The secret of success lies in gentleness of all 
manipulations. If version fails, it can be repeated 
after an interval, and, if again unsuccessful, a 
further attempt under anesthesia is desirable. If 
an anesthetic be used, the risks of trauma are 
greatly increased because of the absence of resist- 
ance of the patient to forcible measures. The com- 
monest cause of failure is associated with extension 
of the legs preventing flexion of the body. After 
a successful version the patient should be seen 
within a week to note whether the breech has 
recurred. If so, version should be repeated. 


Objections to Version. 


The first to object to version was the famous 
Mauriceau, who wrote in 1683 as follows: 


Most authors advise in this case to change the figure 
and place the head so that it may present first to the 
birth. But if they would show how it should be done, 
we might follow their counsel, which is very difficult, 
if not altogether impossible, to be performed, if we desire 
to avoid the dangers that by such violent endeavours 
the mother and child must necessarily be put in. Where- 
fore it is better to draw it forth by the feet, when it 
comes footling, than to venture a worse accident by 
turning it. 


The possible dangers are: 


1. Presentation and prolapse of the cord may 
occur. This can hardly be foretold and is rare. 
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2. A partial separation of the placenta may be 
produced by too vigorous attempts at version, 
especially under anwsthesia. From all points of 
view this is to be deprecated, and should be avoided 
by gentleness. A slight bleeding may be observed 
and generally clears up with rest and sedatives. 
Only occasionally does premature labour occur. 

3. An increased risk of malpresentations, because 
of the disturbance of fetal attitude, has been stated 
to occur, but this is rare. 

4. Any recurrence of the breech presentation can 
be treated by repeating the version. 

These arguments against version would carry 
more conviction if it could be shown that the risks 
involved to the fetus and maternal tissues were 
greater than when the delivery was conducted as 
a breech. Statistics show only too forcibly that 
this is not so. For example, one hundred cases at 
the Women’s Hospital, in which a breech presenta- 
tion had been diagnosed and converted to a vertex, 
were followed through their subsequent delivery. 
There were no stillbirths and only one neonatal 
death (Table IV). 








TaBLe IV. 
Fetal Results following External Version. 
Number Percentage Percentage 
Group. of of of Neonatal 
Stilibirths. Deaths. 
Multipare .. 65 — 1 














The effect of antenatal supervision on the fetal 
mortality is shown in Table V. It is admitted that 
many of the cases were not diagnosed before delivery 
when correction was possible with an improvement 
in the stillbirth rate. 








TABLE V. 
Fetal Mortality Antenatal and Emergency Cases. 
Number Percentage Percentage 
Group. of oO! of Ni 
Cases. Stillbirths. 
Antenatal .. ae a0 122 9-8 0-9 
Emergency ee ee 109 17-4 1-9 














The Management of a Normal Case. 

An uneventful delivery cannot be presumed in 
every instance because of the mechanical difficulties 
which may arise, especially with the delivery of 
the after-coming head. This cause will operate 
to a certain extent in every delivery, despite the 
technical skill of the obstetrician. A low fetal 
mortality rate can be attained only if the labour 
be conducted without interference with the normal 
physiological mechanism peculiar to the presenta- 
tion, or when any necessary interference is carried 
out along lines supplementing or imitating such 
physiological forces. 

Delivery is often spontaneous and requires no 
assistance, but in many instances much can be done 
to see that the natural forces are not impeded. 
Delivery cannot be hastened with impunity. Flexion 





of all parts throughout labour and anterior rotation 
of the occiput are essential factors in the mechanism 
of the delivery of an uncomplicated breech labour. 

Because of the risk of premature rupture of the 
membranes the patient is kept in bed, and because 
of the frequency of long tedious labours the use of 
sedatives is strongly advised. In the second stage 
the chief consideration is thorough dilatation of 
the birth canal. Any interference, by lessening the 
bulk of the breech, will retard the dilatation of 
the passages. Hence do not interfere with the legs 
until the breech is about to be born. If a leg be 
brought down, there is the temptation to pull on it, 
with consequent extension of the arms and head. 
The slow passage of a large child is not impaction. 
This is diagnosed by failure to advance of the 
presenting part, the formation of a large caput and 
signs of maternal and fetal distress. 

The anzsthetic is delayed or not pressed until the 
breech is presenting so as to obtain the full effects 
of the uterine contractions. The patient should be 
placed in the dorsal position at the side or end of 
the bed and the perineum carefully stretched by 
introducing the fingers into the vagina until the 
whole hand is inserted and gently moved about to 
distend the pelvic floor. If this be not sufficient a 
lateral episiotomy should be performed. 


Active interference is initiated when the breech 
is about to be born, and is limited to easing the 
feet over the perineum. Once the breech is delivered 
the trunk is generally wrapped in a warm cloth. 
While some regard this as unnecessary, it is of 
value especially when the body is covered with 
vernix. As contractions drive the trunk further 
out, the umbilical cord is slackened to avoid strain. 
Further pains, assisted if necessary by gentle fundal 
pressure, drive the shoulders down to the outlet. 
When the lower ends of the scapule appear at the 
outlet, the arms can usually be extracted by gentle 
pressure on the forearms. A useful tip when the 
arms appear to be slightly extended, is to press 
the inferior angle of the scapula towards the fetal 
spine, thus rotating the scapula and bringing the 
arms nearer the outlet. The posterior arm is 
generally delivered first, but if thé anterior appears 
to be easier to extract, it can be dealt with before 
the posterior. The trunk is then turned so that 
the back lies anteriorly, and the head is kept well 
flexed by firm suprapubic pressure. The same effect 
is produced by allowing the body to hang down 
between the legs of the patient. The actual delivery 
of the head should be as simple as possible, for it 
is at this stage that the fate af the child is mainly 
decided. A common error is too rapid delivery due 
in part to the traditional time allowed for delivery, 
in part to alarm at the sight of premature 
inspiratory efforts of the fetus. 

The main point now to be decided is whether the 
head is fully flexed. We may suspect imperfect 
flexion in all cases in which the arms have been 
extended or in which traction has been applied to 
the trunk. Good flexion may be expected in 
multipare when the limbs have been born normally, 
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in premature cases and in others when firm supra- 
pubic pressure has been employed during delivery. 

Bourne has given a good summary of the three 
main types of cases: 

1. The multipera with whom delivery has 
occurred as far as the neck, and the occiput is 
lying anteriorly. Flexion of the after-coming head 
can be assumed; therefore delivery is performed by 
the simplest procedure. The feet are swung upwards 
towards the maternal abdomen, while the other hand 
follows the head down through the pelvis by firm 
suprapubic pressure. 

2. The primipara or the multipara with a history 
of a slow or difficult labour during which imperfect 
flexion is likely to occur. Delivery is best performed 
by a combination of the Prague method and fundal 
pressure. 

3. Cases in which either the legs or arms have 
been extended. Deficient flexion of the head is 
always present and must be corrected. The methods 
to be employed will be explained later. 

In all cases it is important that no forward 
rotation of the body be done until the head is well 
flexed and the occiput engaged below the lower 
border of the symphysis pubis. Failure to do this 
causes excessive angulation of the neck, with 
dangerous tension on the soft parts and risk of 
damage to the spinal cord. Once the mouth is clear 
of the perineum a pause can be made while mucus 
is extracted from the throat and air passages. 
Delay is no longer dangerous, as the air passages 
are unobstructed, while the head is given time to 
mould itself in the pelvis. Put briefly—no haste, no 
force, no traction, no undue twisting of the body. 


Management of Complications. 


Difficulties may arise at any stage of delivery: 
(a) Impaction of the breech at the brim, in mid- 
pelvis or on the pelvic floor. (6) Extension of the 
arms upwards or in the nuchal position. (c) Arrest 
of the head above the brim or in the pelvic cavity. 


Arrest of the Breech at the Pelvic Inlet. 


Arrest of the breech at the pelvic inlet may be 
due to contracted pelvis, obstruction by tumours 
or to weak pains and a large child, especially with 
extended legs. The first two causes should be 
excluded, and, if present, the best treatment is 
generally Cesarean section. When the legs are 
extended the question arises whether to bring down 
a leg early in labour to prevent such impaction 
from occurring, or to wait and see whether any 
delay does occur. It is preferable to leave the 
patient alone as long as possible, while keeping a 
careful watch on the fetal heart rate. During this 
time dilatation of the os will continue, and in 
many instances the breech will descend to the 
perineum and can be easily delivered. But if the 
breech be arrested at the brim, the impaction must 
be overcome by bringing down a leg. This is done 
under anesthesia after careful palpation of the 
fetal lie. The hand which will face the fetal 
abdomen is inserted and passed up into the uterus 












after the breech has been dislodged from the brim. 
The old authorities spent much time discussing 
which leg should be brought down. Wherever 
possible it should be the anterior one, but in prac- 
tice whichever leg can be reached most easily is 
extracted. Pressure is applied to the popliteal space, 
causing the flexor muscles to bring the leg within 
reach. This may be assisted by pressure on the 
abdomen as well. The foot is grasped and with- 
drawn into the vagina and the patient is left to 
continue delivery in the normal way. The freeing 
of one leg is generally sufficient to undo the 
impaction. 


Breech Arrested in the Pelvic Cavity. 


Arrest of the breech in the pelvic cavity is a 
more common cause of failure to advance during 
labour, and is due chiefly to the prevention of 
flexion of the trunk by the extended legs. In general, 
an attempt should be made to push the breech out 
of the pelvis and to bring down a leg or legs as 
already described. When the breech is deeply 
impacted, this may not be possible, and the alterna- 
tive is to apply traction with: (a@) the finger in the 
groin, or (b) the use of a fillet or blunt hook, and 
(c) the application of forceps. The use of the blunt 
hook is dangerous and likely to cause damage to. 
soft parts as well as fracture of the femur, and 
it should not be employed on the living child. The 
forceps are hardly suited for this presentation and 
their use is not advised. Traction with the finger 
in the groin is most likely to succeed. 


Breech Arrested on the Pelvic Floor. 


Arrest of the breech on the pelvic floor is generally 
associated with imperfect rotation of the breech, 
which becomes impacted in the transverse or oblique 
diameters of the outlet, or else with extended legs. 
A rigid perineum may also delay delivery, even when 
the normal mechanism has occurred. Any partial 
rotation must first be completed by traction 
forwards with a finger in the groin; thereafter 
pressure on the fundus during a contraction may be 
all that is required for delivery. Even at this stage 
it may be possible to push up the breech sufficiently 
to allow the extended legs to be extracted. When 
the perineum is rigid an episiotomy should also be 
performed. 


Extension of the Arms. 


Normally the arms are flexed across the chest 
and disturbance of this attitude is due in many 
instances to faulty technique during delivery. The 
flexion may be disturbed when pulling down a leg, 
by traction on the legs or trunk after they have 
been delivered, or by attempts to extract the fetus 
before the os is fully dilated. When it is noted that 
extension has occurred, the body is rotated until 
the bisacromial diameter lies in the antero-posterior 
diameter of the pelvic outlet. The feet are grasped 
and the trunk is swung upwards towards the 
maternal abdomen. The other hand is passed along 
the fetal back and the posterior arm until the 
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fingers reach the forearm. With two fingers across, 
the latter is flexed and the arm is swept across the 
face and down over the chest into the vagina. The 
anterior arm can be brought down in one of two 
ways: as an anterior arm, or first of all it may 
be converted to a posterior position and then the 
foetus may be delivered as already noted. If the 
arm is to be turned to the posterior position care 
must be taken to see that rotation occurs in the 
correct direction, otherwise it will assume the 
nuchal position. This will be avoided if the posterior 
arm, already lying outside the vagina, is placed 
across the foetal abdomen and the body then rotated 
in the direction towards which this hand is 
pointing. Delivery as a posterior arm is now 
effected. 

In the nuchal position the arm lies flexed behind 
the head. Traction will not affect delivery, and the 
arm is likely to be fractured. First ascertain the 
direction in which this arm is pointing, and then 
grasp the body and rotate it in this direction. The 
friction between the head and the pelvic wall will 
retard the locked arm and convert it into a posterior 
position and the fetus can then be delivered. If 
both arms be in this position each must be corrected 
in turn. 


Arrest of the Head Above the Pelvic Brim. 


Arrest of the head above the pelvic brim may be 
due to contracted pelvis, posterior rotation of the 
occiput, extension of the head with the chin caught 
above the brim, imperfect dilatation of the cervix 
or hydrocephalus. Difficulty in delivery may be 
the first sign of the latter condition. 


If the head lies above the brim with the occiput 
anterior, it must be flexed before engagement occurs. 
This is done by passing a hand along the fetal 
abdomen and inserting a finger into the foetal mouth 
so as to promote flexion of the head. Pressure is 
exerted above the pubis and the head is directed 
through the brim, when further pressure and 
traction guide the head through the cavity. 

If the occiput be lying posteriorly this may be 
due to an initial posterior sacral presentation or 
to faulty technique in allowing the body to rotate 
into this position. It should be corrected to the 
anterior position by pressure of the finger on the 
face assisted by similar pressure on the head through 
the abdominal wall while the trunk is being rotated. 
The head is then delivered by inserting the fingers 
into the mouth and extraction by the Smellie method 
or by maintaining flexion with the fingers and supra- 
pubic pressure with the other hand. 

When the chin is overriding the pubis the above 
methods should be tried rather than attempting to 
deliver with the occiput posterior. However, if this 
be determined upon, the reverse Prague grip should 
be employed. One hand is placed over the shoulders 
from behind, while the other grasps the feet and 
swings the body towards the maternal abdomen. 
With the chin acting as a fixed point on the pubis, 
the vertex and occiput are then rolled out over the 
perineum. Suprapubic pressure by an assistant 








will be helpful, but owing to the unfavourable 
diameters engaging in the pelvis this manceuvre 
is not to be recommended as a routine procedure. 


Arrest of the Head in the Pelvic Cavity. 


Usually the head can be delivered by the Smellie 
method of extraction. Failing delivery by this 
means the forceps may be applied. The occiput 
should be anterior, and the body is swung well 
forward before the blades are applied in the usual 
manner. Some authorities always deliver the after- 
coming head with forceps and claim better control 
and less damage to maternal tissues and the fetal 
skull by this mancuvre. The forceps should be 
placed in readiness for all breech deliveries. 

If the occiput be posterior and cannot be rotated 
to the front, delivery in this position may be 
attempted by the reverse Smellie grip. The fingers 


. of one hand are placed in the fetal mouth lying 


behind the symphysis, and the head is flexed and 
drawn out, while the foetal trunk is carried back- 
wards by traction from behind on the shoulders. 


In all cases of arrest of the head, either above or 
in the pelvis, if attempts at delivery fail and the 
child be dead, no undue traction should be employed. 
In such cases it is far better to avoid unnecessary 
trauma to maternal tissues by performing 
craniotomy. 


The Scope of Czsarean Section. 


The statement sometimes made that abdominal 
delivery is indicated in every case of breech pre- 
sentation at term is altogether too sweeping a 
generalization. It is admitted that there is great 
difficulty in estimating the likelihood of the after- 
coming head passing through the pelvis because of 
inability to estimate its size. In the majority of 
cases delivery by the vagina is not only preferable, 
but also advisable. The cases in which section 
should be performed as a routine measure are: (i) 
In all elderly primipare, especially when attempts 
at external version have failed. (ii) In multipare 
who present a history of previous difficult deliveries 
and with whom version has been unsuccessful. 
(iii) In all cases in which other complications are 
present. The debatable case is that of the average 
primipara with whom version has failed. Here the 
decision will depend on the size of the child and 
the condition of the soft parts. 


Summary. 


The management of breech presentations demands 
attention to many details in order to lower the 
present high foetal mortality. 


1. Careful antenatal examination and analysis 
of all the factors which might cause such a presenta- 
tion. These should be corrected where possible. 
External version should be attempted in every 
instance, except in twin pregnancy, placenta previa 
or hydrocephalus. 


2. Insistence on the doctrine of non-interference 
during labour—the “hands off” policy. 
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3. Avoidance of all extractive procedures until 
the cervix is completely dilated, and then only to 
be employed as emergency measures for fetal 
distress. 

4. Careful auscultation of the foetal heart during 
the second stage. Moderate stretching of the 
perineum or episiotomy when necessary. When the 
breech is delivered, “don’t pull, just push”. 

5. Recognition of the fact that compression of the 
cord does not necessarily endanger the fetus, hence 
time to be taken with the delivery of the head. Avoid 
traction on the shoulders or torsion of the neck. 
Remember the value of forceps on the after-coming 
head, especially when flexion and suprapubic 
pressure have failed. 

6. Breech deliveries with multipare are not 
necessarily easy. The children tend to be larger 
than with primipare, and difficulties with the 
delivery of the limbs are frequent. 

Finally, as with all obstetric procedures, 
remember that old maxim: Non vi sed arte. 


ins 
— 





PULMONARY EMBOLISM.* 





By G. F. S. Davies, M.B., B.S., 
From the Department of Pathology, Royal Prince Alfred 
Hospital, Sydney. 





Amonc the 1,417 cases which have come to autopsy 
in the Royal Prince Alfred Hospital during the 
last five and a half years, there were 28 in which 
massive embolism of the pulmonary artery or of 
its main branches was the immediate cause of death. 
This represents an incidence of 197%. The cases 
are too numerous to record in detail, but a selection 
of case histories is included as an appendix. All 
the cases of the series are summarized in tabular 
form in Tables I to IV. In the first three tables 
the cases are classified according to the site of 
the operation incisions. Those cases on which no 
surgical operation had been performed are listed in 
Table IV. 

At any autopsy the possibility of a pulmonary 
embolism being present should be borne in mind. 
For this reason it is advisable to open and inspect 
the right auricle and pulmonary artery before the 
heart or lungs are removed from the body. If this 
is not done, the embolus, which is very easily dis- 
lodged, may fall out and so escape detection. This 
is especially liable to happen if the lungs are 
removed before the heart. Some of the embolic blood 
clot may be found in the right ventricle as well 
as in the pulmonary artery, or it may be limited 
to the pulmonary artery and its branches, or it may 
be confined to the main branches of the artery and 
be almost entirely intrapulmonary. Sometimes both 
the right and left pulmonary arteries are full of 
embolic blood clot, the embolus in each being joined 
by a narrow strand of clot which sits astride the 
bifurcation of the main trunk. The sites in which 











1Read at a reunion of the Royal Prince Alfred Hospital 
Medical Officers’ Association on September 24, 1934. 








the emboli were found are shown in Table V. If 
only one main branch of the pulmonary artery was 
occluded it was most often found to be that on the 
right side. 

If the clot be inspected, it will be realized that 
it has not been formed in situ. It is of much smaller 
diameter than the vessel which it blocks, and it 
has been curled up and folded on itself to produce 
occlusion of the large vessel which it occupies. If 
the clot be carefully unravelled under water, it 
will usually be found to be of uniform diameter and 
considerable length. Such being the case, it would 
appear that a peripheral vein such as the femoral 
or saphenous has been the site of the original 
thrombosis. When the thrombus is detached from 
a peripheral vein, other veins in the neighbourhood 
may retain their clots, which can be found at 
autopsy. These retained thrombi were found in 
13 cases and their sites are shown in Table VI. 

The causation of the original thrombus in a 
peripheral vein is the main problem to be considered. 

Factors which have an influence in the formation 
of a thrombus are probably numerous; those 
operating in one case may differ from those oper- 
ating in another. Broadly speaking, the factors are: 
the velocity of the blood stream, the coagulability 
of the blood, and the state of the vessel wall. Other 
important factors, such as the age of the patient, 
the presence of cardiac disease, the existence of an 
abdominal incision and a period of enforced rest in 
bed, would exert their influence through one or other 
of the three first mentioned factors. 


Slowing of the blood stream has long been recog- 
nized as a potent factor in the causation of 
thrombosis. The formation of eddies in the retarded 
stream is considered by Aschoff®) to be responsible 
for the initiation of the process. Aschoff, in a 
lecture on thrombosis, pointed out that study of 
the macroscopic appearance and microscopic struc- 
ture of a clot would give a clue to the manner in 
which it was formed. An ante mortem thrombus in 
such a vessel as the femoral vein will be seen to 
consist of three parts. The first, or white part, 
may be quite small and should be studied closely, 
since it is the first to be formed. Next comes a 
part of mixed colour, partly red and partly white; 
and, finally, a red part, which forms the bulk of 
the thrombus. The white and mixed portions of 
the clot have, on the surface, many closely set white 
ridges which are most easily seen on the mixed part 
of the thrombus. These are the “markings of Zahn”. 


If a longitudinal section of the white part of 
the clot be examined microscopically, it will be 
seen that it consists of a series of delicate parallel 
lamelle which, when the clot is in situ, radiate 
out from the vessel wall in an oblique direction. 
The “markings of Zahn” are the summits of these 
lamelle. The lamelle are formed mainly of blood 
platelets which have been deposited, in the first 
instance, in a series of parallel ridges. The platelets 
have been deposited from a blood stream which 
was not stationary at the time, but which was flow- 
ing in an abnormal manner. Aschoff considers 
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TaBie I. 
Operation Cases, Anterior Abdominal Incision. 
Time between 
Case Autopsy Operation Time between | Duration of 
Num- | Initials.| Sex. | Age. pf Disease. Operation. and First First ;Semetem Final Condition of Heart. 
ber. 8 of | of Seizure. 
. and Death. 
I; AP F. 73 5330 Carcinoma of Oglostomy. 14 days. 0 0 Auricular fibrillation. Post 
anus. mortem, 1 
Ir; J.B. F. 49 5494 Carcinoma of | Colostomy. 5 days. 0 0 Clinically normal. Post mortem, 
stamete slight atrophy of myocardium. 
colon. 
It D.M. F. 36 5501 Myoma uteri. | Total hyster- 10 days. 20 days. 2 hours. No clinical note. Post mortem, 
ectomy. BN Se F 
IV W.H. M. 41 5555 Cholelithiasis. | Cholecys- 10 days. 30 minutes. 30 minutes. ‘ost mortem, 
tostomy. calight ~~vyg lh — Fp fibrosis. 
v MC, F. 35 5559 Se Cholecys- 5 days. 8 days. 25 minutes. ~——~ dress Post mortem, 
cystitis. tectomy. normal. 
VI J.8. F. 54 5662 Chronic chole- | Cholecys- 10 days. 10 days. 30 hours. Clinically, hypertrophy of 
cystitis. tectomy. ES 
A pe sp ae TA of = ventricle. 
VII A.M. F. 53 5761 Cholelithiasis, | Cholecys- 11 days. 0 0 “ — normal. Post mortem, 
Chronic tectomy. 
c ne lecys- 
VI E.G. F. 58 5920 Carcinoma of | Abdomino- 6 days. 30 minutes. 30 minutes. | No clinical note. Post mortem, 
rectum. perineal normal. 
resection. 
Ix M.B. F. 54 6061 Chronic} Cholecys- 10 days. 7 hours. 7 hours. No clinical note. Post mortem, 
, ho olecys- tectomy. slight fatty infiltration. 
x| MJ. | F. 40 6282 | Fibromyo- | Total hyster- 9 days. 6 hours. 6 hours. | Clinically normal. Post mortem, 
mata ectomy. slight dilatation of left 
—-- ventricle. 
xI N.C. F. 19 5806 Septic abor- | Laparotomy. 4 days. 0 0 No clinical note. Post mortem, 
tion. toxic spoiling of myocardium. 
Average age: 46-5 years, Sex ratio: M: F::1: 10. 
TABLE II. 
Operation Cases, Incision in Trunk, Not Anterior Abdominal. 
Time between 
Case Autopsy peration Time between | Duration of 
Num- | Initials.| Sex. | Age. | Number. Disease. Operation. and First First Symptom Final Condition of Heart. 
ber. om of | of Embo Seizure. 
lism. and Death. 
XII JR. M. 73 5279 Double _ in- | Radical cure 21 days. 5 minutes. 5 minutes. yoy oe Post mortem, 
guinal hernia. vd em not dissected. 
XIir M.N F. 56 5773 Pyonephrosis. Nephrectomy. Same day 0 0 Catety ae. Post mortem, 
ronary arteriosclerosis. 
Toxic spoiling of myocardium. 
xIV E.B. F. 58 5782 Sroqume tive Thoracotomy. 14 days. 0 0 Clinically normal. Post mortem, 
- 5 tid cyst normal. , 
iver. 
xv G.B. M. 72 6154 Hypertrophied | Suprapubic 16 days. 3 days. 20 minutes. Clinically normal. Post mortem, 
prostate. prostat- slight myocardial fibrosis. 
ectomy. 
Average age: 64-7 years. Sex ratio: M=F. 
TaBLE III. 
Other Operation Cases. 
Time between 
Case Autopsy Operation Time between | Duration of 
Num- | Initials.| Sex. | Age. | Number. Disease. Operation. and First First Symptom Final Condition of Heart. 
ber. 8 — of | of Embo Seizure. 
‘ and Death. 
XVI LH. F. 66 5044 Calcanean oe of 15 days. 5 minutes. 5 minutes. No clinical note. + mortem 
spur. calcanean slight hyperten y 
spur. fibrosis of left ventricle. 
- coronary arterio- 
sc l 
xvi C.D. M. 75 5096 Hypertrophied | Intra-urethral 5 days. 20 minutes. 20 minutes. No clinical note. 
prostate. prostatec- slight hypertrophy of left 
tomy. ven Coronary 
XVIII E.E. F. 68 5838 Chronic mas- t radical 18 days. 4 days. 4 days. No clinical note. Post mortem, 
toiditis. mastoid chronic myocardi 
ope’ Lb 
xIx C.L. F, 68 5843 Carcinoma of | Biops and 6 days. 12 minutes. 12 minutes. of breath, 
cerviz uteri. swelling of feet. Post 
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Average age: 69°25 years. 


Sex ratio: M:F::1:3. 
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TaBLE IV. 


Cases in which No Operation was Performed. 
































Case Autopsy Significant Symptoms ay” in Heart 
Number. | Initials.| Sex. | Age. fenbe. Disease. or Finda utopsy. 
xx; EC. M. 60 5166 Pneumonokoniosis. eee, weakness, palpita- | Slight hypertrophy of right ventricle. 
xxI/ oJ. | M. | 73 5325 | Carcinoma of rectum. Pulse became irregular. Phlebitis | Chronic aortic endocarditis, with 
in varicose vein of leg. calcifica’ 
XXII T.W. M. 64 5480 Lobar pneumonia. Slight ety of left ventricle. 
tight coro arteriosclerosis. 
XXIII; A.P. F. 65 5568 Carcinoma of cerviz uteri. Occasional missed beat. “, Ly = of left ventricle. 
ght latation of ee \eeneee 
XXIV IJ. F. 74 5937 Arteriosclerosis, chronic myo- | Auricular fibrillation. oa myocnedial 
carditis, chronic nephritis. 
XXV/ V«.E. F, 46 6004 Varicose veins. = seen before embolism. Not abnormal. 
XXVI L.E. M. 36 6089 i -- syphilis, syphilitic of ankles for twelve | Normal. 
XXVII G.McI.| F. 46 6187 Lobar pneumonia (resolving). Thrombosis of saphenous and | Slight dilatation of left ventricle. 
popliteal veins, noted clinically. my tion — hypertrophy of 
ventricle. 
XXVIII G.N. M. 6199 Cerebral hwmorrhage, arterio- | Hypertrophy of heart. Slight | ae adhesions. Hyper- 
sclerosis. trophy and fatty infiltration of 
t ventricle. ———— 
hypertrophy and slight dila’ 
left ventricle. 
Average age: 58 years. Sex ratio: M:F::5:4. 


that the production of eddies in the blood stream 
is of great importance in the formation of the white 
ridges on the vessel wall. He compares them with 
the ridges in the sand formed on the seashore by 











TABLE V. 
Distribution of Pulmonary Emboli. 

Number 

Situation. of 
Cases. 

Right ventricle, = pulmonary artery, and beh benndies 4 
Right ventricle and main pulmonary artery 0 
ulmonary artery and both branches ° s 4 
sanenes @ of pulmonary a na ne 13 
Richt auricle, right ventricle, and right pulmonary artery 1 
t pulmonary artery es 4 
pulmonary artery 2 
Total .. oe *e es ee oe ee 28 








waves passing over it. He conducted experiments 
with flowing water and inert particles, such as saw- 
dust. By introducing suitable dams, he was able to 
produce eddies and found that the sawdust was 
deposited in similar parallel lines or ridges. 


TABLE VI. 
Residual Thrombi. 





Sites of Residual Thrombi. 





II Pelvic veins, mainly on left side. 
_ oats ternal iliac vein, left saphenous vein, right femoral 


VI Left _ vein. 
Vil Left common iliac vein. 





VIII | Both femoral veins and some ic Vv 
Ix Rig saphenous veln veins of Ph = on right side. 
x 
xI of broad ligament (septic abortion). 
xi Lett femoral cY> i veins. 
XXIT Left superficial (varicose) veins of legs, left femoral vein. 
XXIII Veins in pelvis, left femoral vein. 
XXIV Right femoral vein. 
XXVIII Saphenous vein. 





like structure is produced. In the interstices there 
are red blood corpuscles with leucocytes at the 
periphery. The white part of the thrombus increases 
in size until the vessel is occluded, and the red part 
of the clot is then formed in the stationary part of 
the stream, and consists of blood corpuscles with 
a variable amount of fibrin. Microscopically, the 
red part resembles post mortem clot, though at 
autopsy it is much firmer than this, and, being 
associated with the white and mixed elements of 
the thrombus, it will not be confused with it. It 
must be admitted that the arrangement of the red 
and white parts of the thrombi is often highly 
irregular. The greater part of a thrombus is often 
of a mixed colour, being mainly red, but having on 
the outer surface numerous white and finely ridged 
patches arranged in an irregular manner. 

The age of the patient has considerable influence 
in the formation of thrombi. The average age in 
the 28 cases of the present series was 56 years. 
Table VII shows the highest incidence to be in the 
sixth decade, in which seven cases were found. There 
is a gradual rise up to this point in the chart and 
a slow falling away after it. The solitary case 











TABLE VII. 
Age Incidence. 
Number 
Age of Patient. of 
Years : 

10 to 20 1 
20 to 30 0 
30 to 40 3 
40 to 50 5 
50 to 60 7 
60 to 70 6 
70 to 80 6 
Total oe ee - 28 








Continuation of such a process in a blood vessel 
will result in the ridges increasing in height until 
a series of lamell# has been formed. Secondary 
lamella are deposited on the first until a sponge- 





in the second decade was Case XI, a case of septic 
abortion—one of the few cases in the series in 
which there was any considerable sepsis. Age as 
a factor in the incidence of pulmonary embolism 
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has been noted by many authors. Thus W. A. 
Lister,‘?) who studied the records of the London 
Hospital, found that in 361 cases the incidence 
rose sharply after 45 years of age, and reached 
a maximum between the ages of 60 and 75 years. 
The age factor will be referred to again in the 
discussion on other influences. 

The influence of cardiac disease in the causation 
of thrombosis in peripheral veins and of pulmonary 
embolism has recently been stressed by Belt. In 
the small series under consideration the condition 


of the heart is noted in Tables I to IV. In some. 


cases, especially in those in which no operation 
had been performed, the influence of cardio-vascular 
disease may have been considerable. In a large 
number of the surgical cases the heart was normal. 
In others the impression gained, in surveying the 
records, was that the cardio-vascular disease was 
no more marked than one would expect to find in 
any series of autopsy cases of similar age periods. 

The influence of an anterior abdominal incision 
was emphasized by W. A. Lister.) The cases in 
the present series are classified according to the 
presence or absence of an incision of this type. In 
11 of the 28 cases such an incision had been made 
(Table I), and, of these, five had been made in 
operations on the gall-bladder. In four, other 
incisions in the trunk had been made (Table IT), 
while in an equal number operations involving 
incisions in other parts had been performed, or 
no skin incisions at all had been made (Table III). 
In nine cases no operation had been performed 
(Table IV). 

It is thought that the presence of an operative 
incision through the anterior abdominal wall will 
tend to cause stasis in the veins of the lower part 
of the abdomen and in the lower extremities. Lister 
pointed out that the return of venous blood from 
the lower extremities was assisted by the action 
of the diaphragm during respiration. The great 
veins of the lower part of the abdomen are not 
surrounded by muscles, and the descent of the 
diaphragm during respiration compresses these 
vessels sufficiently to aid the return of blood to 
the heart. He argues that the rise of intraabdominal 
pressure caused by the downward movement of the 
diaphragm in cases in which an anterior abdominal 
incision has been made, will give rise to pain by 
stretching the incision. For this reason, 
diaphragmatic movement is liable to be reduced to 
a minimum with consequent retardation of the flow 
in these lower abdominal veins and their tributaries. 

Taking together the influence of these two factors, 
age of the patient and site of the operation incision, 
it is of interest to note that, when the incision was 
in the anterior abdominal wall (Table I), the 
average age of the patients was 46:5 years. Even 
without the highly septic Case XI, the average age 
of the first ten patients was 49-3 years. In those 
eases in which the incision was in the trunk, but not 
in the anterior abdominal wall (Table II), the 
average age was 64-7 years, while the average age 
of the patients in the four remaining surgical cases 





(Table III) was 69-25 years. It would appear that 
where one influence—the site of the incision— 
became less potent, another influence—the age of 
the patient—assumed greater importance. 


The condition of the blood may have a bearing on 
the formation of thrombi; Hueck,“) and Dawbarn, 
Earlam and Evans) found that the number of 
platelets in the blood rose after a surgical operation. 
The rise can be demonstrated on the sixth day, and 
reaches a maximum on about the tenth day after 
operation. Brock‘*) reported a case in which the 
platelets were enumerated before and at frequent 
intervals after two surgical operations. After the 
number of platelets rose to nearly 400,000 per cubic 
millimetre, venous thrombosis occurred. He points 
out that individuals vary both in the degree of the 
rise in the number of platelets and in the number of 
platelets necessary to cause thrombosis. This is to 
be expected, since many factors are concerned in 
the phenomenon of venous thrombosis. 

No evidence of dehydration of the patient could be 
gathered in the present series, though this possible 
contributory factor is sometimes referred to in the 
literature. 


The state of the vessel wall can be gauged in only 
a few cases. In the great majority the walls of 
the thrombosed veins appeared to be normal. In 
two of the cases reported here, there.were varicose 
veins (Case XXI and XXV). Aschoff mentions 
a physiological widening of the veins of the lower 
limbs caused by the pressure of a long column of 
blood. The mechanical bending of the vein at the 
level of Poupart’s ligament is also referred to. Both 
these factors will tend to cause retardation of the 
venous return. 


Anemia and cachexia may also affect the 
nutrition of the vascular endothelium, yet the 
importance of these factors is difficult to assess. 
In reporting 56 cases of pulmonary embolism, Belt‘* 
includes a group of 16 cases in which there was 
cachexia or debility. In only six of these, however, 
was the embolus of sufficient size to cause death. 

Sepsis with consequent phlebitis is a potent factor 
in the causation of venous thrombosis. It is of great 
importance to remember that in the majority of 
cases of post-operative pulmonary embolism there 
is no evidence of sepsis. In Case XI, in which the 
embolism followed a septic abortion, it seems certain 
that the pelvic sepsis initiated the venous 
thrombosis. In the other cases in which the opera- 
tion site was infected (Cases XIII, XIV and 
XVIII), the relation of the infection to the 
thrombosis is uncertain. In Case XIII there was 
infection in the neighbourhood of the kidney 
(pyonephrosis and _ perinephric abscess), yet 
thrombosis occurred in the veins of the legs, thrombi 
being found at autopsy in the left femoral and 
saphenous veins. It seems that, when marked 
phlebitis precedes the thrombosis, the clot is more 
firmly attached to the vessel wall and consequently 
is less likely to become detached and to form an 
embolus. 
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There are sometimes local signs of mild phlebitis. 
In Case XXI some pain and redness was noted 
round a varix on the leg. The patient, who was 
suffering from carcinoma of the rectum, and who 
was ambulatory, was immediately sent to bed and 
on the following day died of a pulmonary embolism. 
In the majority of cases there was no evidence of 
phlebitis, and our experience agrees with that of 
Belt, who found this change in only three of his 
56 cases. 

Apart from actual phlebitis, clinical evidence 
of the venous thrombosis, which precedes the 
embolism, is not common. Case XXVII is an 
exception. Here, thrombosis of the femoral and 
saphenous veins was noted three days before the 
fatal embolism occurred. 

The time intervals between the operation and the 
first symptom of pulmonary embolism are noted in 
Tables I to IV. In Table VIII the operation cases 
are listed according to the length of this interval. 


It will be seen that there is a certain natural 
grouping of cases. In six the first symptom of 
embolism occurred four, five or six days after the 
operation, and in six others the first symptom was 
noted nine, ten or eleven days after the operation 
was performed. The present series is too small 
to enable one to draw conclusions from these find- 
ings, yet the table is of interest as it shows that 
the embolism may occur on the day of the operation 
or not till twenty-one days later. 


TaBLE VIII. 
Time Intervals between Operation and First Symptom of Pulmonary 
Embolism. 














Days after Operation. Case Numbers. 
0 xIII 
1 
2 
3 
4 xI 
5 Il, V, XVII 
6 vit,’ XIX 
7 
~ 
er ‘a as ro 
Or 4% ks “ne .. | If, IV, VI, x 
Star oes f 
12 
i 1, 
BN See Bees 
Tee 33 — ost oa 
17 
fr <% ao .. | XVOI 
19 
20 
ha « is % .. | XII 
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Appendix. 


Case I. 

A.P., a woman, aged seventy-three years, noticed a lump 
in the back passage two and a half years before admission 
to hospital. The lump increased in size, slowly at first, 
but later it grew more quickly, and, at the time of 
admission, it was causing some difficulty of defxcation. 
There was occasional hemorrhage per rectum and some 
hemorrhage and discharge of thin fluid from the growth. 
The patient had lost some weight, and was very con- 
stipated. During the six months prior to admission she 
became increasingly breathless on exertion, and her feet 
would become swollen after exercise. 

On examination the patient was seen to be a thin 
and sick-looking old woman. Her temperature was 35-6° C. 
(96° F.), her pulse rate was 88, and her respirations 
numbered 24 in the minute. There was some edema of 
the feet. The abdomen was soft and a nodular mass, 
thought to be enlarged lymph glands, was felt in the 
right lower quadrant. Round the anus there was a large 
(7-5 by 7-5 centimetre) fungating, soft, red infiltrating 
tumour. It extended 5-0 centimetres (two inches) up 
the anal canal. 

The heart sounds were irregularly irregular, and a 
systolic murmur was heard at the apex. 

On the day after the patient’s admission to hospital 
(May 21, 1930) colostomy was performed under local anzs- 
thesia. The patient was returned to the ward in good 
condition. After the operation the patient’s condition 
caused no anxiety. On the twelfth day (June 2, 1930) 
she was sitting up in a chair and her appetite was good. 
Two days after this. (June 4, 1930) the patient died 
suddenly without premonitory symptoms. 


Summary of Autopsy Findings (Autopsy Number 5,330). 
—The body was that of an elderly woman, not much 
wasted. A colostomy was present in the left iliac fossa. 
A large fungating tumour was present round the anus. 
Both main branches of the pulmonary artery contained 
long curled-up embolic blood clots. There was some fatty 
infiltration of the right ventricle. There was some atrophy 
of the left ventricle, and the papillary muscles were fibrosed 
at their tips. The heart weighed 198 grammes (seven 
ounces). The aorta was atheromatous with calcification. 
There was slight ischemic atrophy of the kidneys. 


Case V. 


M.C., a single woman, aged thirty-five years, was 
admitted to hospital on January 15, 1931, complaining of 
attacks of pain in the right subcostal and right sub- 
scapular regions. These had been occurring at intervals 
for twelve months, and were accompanied by flatulent 
dyspepsia. On the day before admission she had much 
more severe pain, for which five hypodermic injections 
were given before relief was obtained. 

On examination the patient was found to be a stout 
young woman, Her temperature was 36-7° C. (98° F.), 
her pulse rate was 80, and her respirations numbered 24 
in the minute. There was some rigidity and limitation 
of respiratory excursion in the region of the upper part 
of the right rectus abdominis muscle. Murphy’s sign was 
positiver The heart and lungs were normal. 

On February 6, 1931, cholecystectomy was performed 
under ether anezsthesia induced by the open method, 
through an upper right rectus-splitting incision. The 
operation lasted forty-five minutes, and the patient was 
returned to the ward in good condition. 

For four days the patient made good progress. On 
the fifth day after the operation (February 11, 1931) 
she complained of severe left-sided pain, which was 
aggravated by respiration. On examination there was 
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slightly impaired resonance on this side of the chest, 
with diminished breath sounds and some crepitations at 
the left base. 

On the following day (February 12, 1931) the patient 
felt very ill. Her pulse rate was 144 per minute, and the 
volume, force and tension were very poor. A friction 
rub was heard at the left base, where the breath sounds 
were bronchial in type and the percussion note was dull. 
For the next four days the patient’s condition was very 
bad, She was cyanotic, and oxygen was administered. 

A period of improvement commenced on February 17, 
1931, but later in the day the patient had an attack of 
pain in the right side of the chest accompanied by breath- 
lessness. The symptoms subsided after administration of 
morphine. 

On the next day (February 19, 1931) her condition was 
again very good, but at 7.25 o’clock in the evening she 
complained of breathlessness and a feeling of oppression 
in the epigastrium. There was marked cyanosis, and 
the pulse was weak and rapid. Oxygen was administered, 
but the patient became worse, and died twenty-five minutes 
after the onset of the attack. 

Summary of Autopsy Findings (Autopsy Number 5,559). 
—The body was that of an obese young woman. There 
was cyanosis of the face. A recent operation incision 
was present in the epigastrium. Hemorrhagic infarcts 
were found in the lungs. In the right ventricle, the 
pulmonary artery and its main branches there were curled- 
up strands of embolic blood clot, partly red and partly 
white. Left auricle and ventricle showed no abnormality. 
The gall-bladder had been removed, and there was no evi- 
dence of sepsis at the operation site. Other abdominal 
viscera showed terminal congestion. No residual thrombi 
were found in the veins of the lower extremities. 


Case XI. 


N.C., a single girl, aged nineteen years, came to hospital 
on March 20, 1932, with severe pain in the left iliac 
region, which had commenced two days before. Soon 
after the onset of pain the patient had vomited and 
commenced to bleed per vaginam, the bleeding being more 
profuse than that of her usual menstrual flow. Her last 
menstrual period had commenced nearly three months 
previously. 

On examination the patient was seen to be a well 
nourished young woman with a good colour. Her tem- 
perature was 37-2° C. (99° F.), her pulse rate was 130, 
and her respirations numbered 32 in the minute. The 
abdomen was not distended and moved slightly and evenly 
on respiration. There was generalized abdominal tender- 
ness and rigidity. Per vaginam the cervix was found to 
be soft, and the os admitted the tip of the index finger. 
There was definite tenderness in the fornices, but the 
abdomen was too rigid to permit bimanual examination of 
the uterus. Other systems were found to be normal. 

Laparotomy was performed on March 20, 1932, a left 
paramedian subumbilical incision being employed. A 
large amount of pus was found in the peritoneal cavity 
and pelvis. The appendix, tubes and ovaries were normal, 
but the uterus was enlarged to the size of a large orange. 
Drainage tubes were placed in the pouch of Douglas, 
the incision was sutured, and the patient was returned 
to the ward in good condition. 

The patient appeared to make good progress for two days. 
There was slight serous discharge from the drainage tubes 
and slight bleeding per vaginam. 

On the third day (March 23, 1932) she had abdominal 
distension and hiccup. , Her stomach was washed out on 
several occasions. On March 24, four days after operation, 
the patient died suddenly at 10.50 p.m. 


Summary of Autopsy Findings (Autopsy Number 5,806). 
—A large embolus was found in the right pulmonary artery. 
There was slight pallor of the myocardium, but the heart 
was otherwise normal. Free fluid was present in the 
pelvis, and there were fibrinous adhesions between the 
viscera. The stomach and intestines were much dilated. 
The uterus was enlarged. Decidual tissue was present 
in the uterine cavity and some of this showed sloughing. 





Some placental tissue was also recognized. Veins in the 
broad ligaments and the right ovarian veins contained 
firm red thrombi. 


Case XIII. 


M.N., a woman, aged fifty-six years, was admitted to 
the Royal Prince Alfred Hospital on January 5, 1932, 
complaining of offensive urine and pain on micturition. 
These symptoms had been present for seven weeks, during 
which time she had lost 12-6 kilograms (two stone) in 
weight. Her appetite was poor, and she had vomited on 
one occasion a week before admission. There had been 
similar attacks during the past two and a half years, 
but these had lasted for only a few days. There was 
no history of dyspnea. 

On examination the patient was seen to be well 
nourished, but looked ill and pale. Her temperature was 
38° C. (100-5° F.), her pulse rate was 128, and her respira- 
tions numbered 28 in the minute. There was marked 
tenderness in the left costo-vertebral angle and, anteriorly, 
over the lower pole of the left kidney. The urine was 
acid, cloudy and offensive, and had a specific gravity of 
1-010. Albumin was present in a small amount, but a 
large quantity of pus was seen both on naked eye and 
microscopic examination. 


Examination of the blood revealed the following: 


Red blood corpuscles, per cubic millimetre 4,780,000 
Hemoglobin value kk ead). e232" bee 55% 
go gi 8 ea ee oe ee 0-58 

Leucocytes, per cubic millimetre .. .. 7,100 
*-Neutrophile polymorphonuclear cells. . 57% 
ee. st "66, “ae ca: ae 31% 
ne 6. ae ee ee a MS 12% 


No clinical record of the condition of the heart has 
been preserved, although it was stated that other systems 
showed no abnormality. On cystoscopic examination the 
bladder wall was seen to be slightly inflamed. A pyelo- 
gram of the left kidney revealed pyonephrosis. Seven 
days after the patient’s admission to hospital (January 12, 
1932) nephrectomy was performed on the left side. A 
perirenal collection of pus was found. The patient was 
in poor condition when returned to the ward. One hundred 
and fifty cubic centimetres (five ounces) of gum-saline 
and glucose were given intravenously and 1,200 cubic centi- 
metres (forty ounces) of normal saline solution sub- 
cutaneously. Later the patient’s condition went off 
suddenly and she died at 9.15 p.m. ‘ 


Summary of Autopsy Findings (Autopsy Number 5,773). 
—A recent operation incision was present in the left loin; 
sutures were still in position. Embolic blood clots were 
found in both pulmonary arteries, but there were no 
infarcts in the lungs. There was slight fatty infiltration 
of the right ventricle and toxic spoiling of the myocardium. 
Coronary arteriosclerosis was present, as well as some 
atheroma of the aorta. The left kidney had been removed 
at a recent operation and a small amount of blood-stained 
fluid was found at the operation site, but there was no 
obvious evidence of infection. The right kidney showed 
toxic spoiling. The right femoral and saphenous veins 
were empty. The left femoral and saphenous veins con- 
tained ante mortem thrombi which were partly red and 


. partly white. 


Case XV. 


G.B., a man, aged seventy-two years, came to hospital 
on September 5, 1933, with the symptoms of hypertrophy 
of the prostate which extended over a period of two 
years. He had no dyspnea on moderate exertion and no 
swelling of the ankles. The enlarged prostate was felt 
on examination per rectum. The urea concentration test 
yielded somewhat unsatisfactory results, the urinary urea 
reaching concentrations of 1-45%, 1:60% and 1:50% at 
hourly intervals after administration of 15 grammes of 
urea. 

On September 27, 1933, the operation of suprapubic 
prostatectomy was performed. A suprapubic tube was 
left in the bladder and the patient was sent back to the 
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ward in good condition. He appeared to make good 
progress after the operation. The suprapubic tube was 
removed on the sixteenth day (October 13, 1933), but on 
the same day the patient hada slight attack of breath- 
lessness with a feeling of tightness across the chest. 
These symptoms passed off in half an hour. There were 
no further symptoms of this nature until the nineteenth 
day after operation (October 16, 1933), when the patient 
had an attack of breathlessness with pain and a feeling 
of constriction across the lower part of the chest. He 
became cyanosed and died within twenty minutes of the 
onset of the attack. 

Summary of Autopsy Findings (Autopsy Number 6,154). 
—The body was that of an elderly man, with a partly 
healed suprapubic operation incision. A small infarct 
was present in the base of the right lung. Both main 
branches of the pulmonary artery were blocked by curled-up 
embolic blood clot which filled these vessels, the clots in 
each being joined by a strand of clot which sat astride 
the bifurcation of the main trunk. There was slight 
myocardial fibrosis, especially at the tips of the papillary 
muscles of the left ventricle. The endocardium in this 
chamber was slightly opaque. The aortic valve cusps were 
thickened and a little calcified. In the aorta there was 
atheroma which, in the abdominal part, was ulcerated. 
No clots were found in the femoral veins. The operation 
site was clean, but the bladder wall was hypertrophied 
and many sacculations were present. There was pro- 
nounced chronic nephritis of the ischemic type, and many 
diverticula were found in the sigmoid colon. 


Case XVI. 


I.H., a woman, aged sixty-six years, was admitted to 
hospital on May 24, 1929, complaining of pain on the 
under surface of the left heel. The pain had been 
present for five years and was aggravated by pressure. 
Movements of the ankle were normal, and there was no 
sign of inflammation. Radiographic examination revealed 
the presence of a small spur on the left os calcis, and 
osteoarthritic changes were noted in the joints of the 
foot. On May 27, 1929, the spur was removed at operation, 
through a horseshoe shaped incision round the heel. The 
incision was then closed and a firm bandage was applied. 
The patient was allowed to get up fourteen days after 
the operation. On the following day (June 11, 1929), a few 
minutes after rising, she had a sudden attack of severe 
dyspnea with cyanosis. She immediately returned to 
bed and was given a hypodermic injection of pituitrin 
(0-5 cubic centimetre). She lapsed into unconsciousness 
and died in about five minutes. 

Summary of Autopsy Findings (Autopsy Number 5,044). 
—tThe body was that of an obese elderly woman. A small 
operation incision, present on the left heel, showed no 
sign of infection. A long curled-up clot was found in 
the pulmonary artery and in its right and left branches. 
No definite infarcts were found in the lungs, but a super- 
ficial area of marked engorgement was found on the 
right lung. A vein leading from this area contained a 
thrombus. There was slight hypertrophy and fibrosis of 
the left ventricle, and the coronary arteries showed 
artheroma and arteriosclerosis. No clots were found in the 
femoral veins. Ischemic chronic nephritis was present, 
and the arteries of the kidneys, spleen and liver were 
thickened. 


Case XX. 


E.C., a coal-miner, aged sixty years, came to hospital 
on October 17, 1929, complaining of breathlessness, weak- 
ness and palpitations. He had first become exhausted on 
exertion twelve months previously. Five months before 
admission to hospital he had an attack of influenza, after 
which he suffered from “fluttering of the heart”. This 
would start and stop abruptly and usually lasted only a few 
seconds. 

On examination the patient was seen to be a debilitated 
old man. His temperature was 36:7° C. (98° F.), his 
pulse rate was 84, and his respirations numbered 24 
in the minute. The apex beat was not visible, but a faint 
diffuse pulsation was palpable. The cardiac dulness was 





much diminished. The heart sounds were heard with 
difficulty, but the pulse was regular. The chest was barrel- 
shaped and moved only 1-25 centimetres (half an inch) 
on full inspiration. Vocal fremitus was decreased. The 
percussion note was more resonant than normal, and the 
liver and cardiac dulnesses were diminished in extent. 
On auscultation the breath sounds were found to be 
diminished and had a blowing quality on expiration. Fine 
crepitations were heard at the left base. 

The patient apparently made good progress for nearly 
three weeks. At 10.30 am. on November 3, 1929, he 
complained of pain in the right side of the chest. At 
11 a.m. he had a syncopal attack while using the bed pan. 
At 9 p.m. he had another syncopal attack, became very 
cyanosed and oxygen was administered. His pulse was 
imperceptible. Later the patient became livid and at 
11.45 p.m. he died. 

Summary of Autopsy Findings (Autopsy Number 5,166). 
—The lungs showed marked anthracosis with some fibrosis 
near the apices. Both the right and left pulmonary 
arteries were blocked by long curled-up embolic blood 
clots. Slight hypertrophy of the right ventricle was noted, 
and both the right auricle and the right ventricle were 
dilated. There was chronic passive venous congestion of 
the liver and the left kidney contained a pale infarct. No 
clots were found in the large veins of the lower 
extremities, but these were dilated and empty. 


Case XXI. 

C.J., @ man, aged seventy-three years, came to hospital 
complaining of blood in the motions and slight diarrhea. 
These symptoms had been present for four months. He 
had lost 2-7 kilograms (six pounds) in weight in one 
month. He had had no dyspnea. 

The patient was walking about. His temperature was 37° C. 
(98-6° F.), his pulse rate was 104, and his respirations 
numbered 24 in the minute. No abnormality was detected 
on examination of the abdomen. On examination per 
rectum a large craggy ulcer was felt 5-0 centimetres (two 
inches) from the anus. 

Examination of the heart revealed that the apex beat 
was in the fifth left intercostal space, 10-0 centimetres 
(four inches) from the mid-line. The heart sounds were 
regular, the first sound was weak and a systolic murmur 
could be heard at the apex. Small varices were found on 
both legs. Sugar was found in the urine, and the blood 
sugar was found to be 186 milligrammes per centum. A 
sugar tolerance curve showed that the patient was a true 
diabetic. 

After the patient had been in hospital for about three 
weeks, he complained of pain in the right leg. On exam- 
ination an area of redness was seen round a varix just 
below the right knee. The patient was immediately sent 
to bed. Later he complained of dizziness and his pulse 
became irregular. On the following morning he said 
that he felt better than ever before. He got up, walked 
to the bathroom and back, and commenced his breakfast. 
He then suddenly collapsed, became very dyspneic and 
cyanosed and died within a few minutes. 

Summary of Autopsy Findings (Autopsy Number 5,325). 
—The body was that of a well nourished old man, Both 
lungs were very much engorged and showed some 
anthracosis. Both pulmonary arteries contained embolic 
blood clots. There was slight myocardial fibrosis and the 
aortic valve was calcified. The aorta showed atheroma. 
The ulcer of the rectum was situated 5-0 centimetres (two 
inches) above the anal canal and almost completely sur- 
rounded the gut. It was 3-75 centimetres (one and a half 
inches) long. Microscopically it showed the structure of a 
columnar celled adenocarcinoma. 


Case XXV. 

V.E. was a woman, aged forty-six years. Except for 
some bronchitis and varicose veins which had been present 
for seven years, she was in good health until the night 
before admission. She was then suddenly seized with 
pain in the lower part of the left axilla; the pain was 
stabbing in character and was made worse by 
Later she coughed up some blood-stained sputum. The 
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pain in the chest and some dyspnea troubled her all 
night. On the following day at 2.30 p.m. she was admitted 
to ae. Half an hour later (3 p.m.) she had a syncopal 
attack. 

When the patient was examined she was seen to be a 
stout middle-aged woman, who was dyspneic and cyanosed. 
Her temperature was 38-7° C. (101:8° F.), her pulse rate 
was 130, and her respirations numbered 26 in the minute. 
When she was first seen the pulse was slow, feeble and 
regular, but after the syncopal attack it became irregular 
and almost imperceptible. The apex beat was situated in 
the fifth intercostal space 10-0 centimetres (four inches) 
from the mid-line. No cardiac murmurs were heard. A 
localized friction rub was heard in the lower part of the 
left axilla. 

The patient’s condition did not improve, and she died 
at 9 p.m. on the day of her admission to hospital. 

Summary of Autopsy Findings (Autopsy Number 6,004). 
—The body was that of a middle-aged woman. There 
was cyanosis of the face and marked hypostatic congestion. 
Some varicose veins were present under the skin of the 
legs. At the base of the left lung was an area of early 
infarction over which a small amount of fibrin had been 
deposited on the pleura. No embolic clot was found in the 
main pulmonary artery, but both the right and left 
branches were occluded by curled-up blood clot. The 
abdominal viscera showed terminal congestion. 


Case XXVII. 


G.MclI., a woman, aged forty-six years, was admitted to 
hospital on November 21, 1933, complaining of pain in 
the chest and cough which had been present for four days. 

On examination she was seen to be a well nourished 
middle-aged woman, who was ‘breathless and slightly 
cyanotic. Her temperature was 38-9° C. (102° F.), her 
pulse rate was 100, and her respirations numbered 30 in 
the minute. At both bases there were areas of dulness, 
with an area of tubular breathing on the left side. There 
was a friction rub in the left axilla. 

For several days her condition became worse. Friction 
rubs were heard in both axille and the consolidation 
became more definite. On the third day in hospital 
(November 24, 1933) her temperature was 37°3° C. 
(99-2° F.), the pulse rate was 132, and the respirations 
numbered 26 per minute. 

On November 29, 1933, she was slightly better, and 
the physical signs were those of resolving pneumonia. 

On December 1, 1933, the patient was thought to be 
considerably better, but thrombosis of the saphenous and 
popliteal veins was noticed. Three days after this 
(December 4, 1933) she had a sudden pain in the left 
side of the chest. She collapsed, became dyspneic and 
died within fifteen minutes of the onset of the pain. 

Summary of Autopsy Findings (Autopsy Number 6,187). 
—The body was that of an obese middle-aged woman. 
Fibrinous pleurisy was present at both lung bases. The 
lower lobes of both lungs were the seat of resolving pneu- 
monia and were engorged, friable and airless. On the 
left side some consolidation remained and some clusters 
of early abscesses were found on section of the lung. 
The main pulmonary artery contained no emboli, but 
both the right and left branches contained curled-up 
embolic blood clot. The right ventricle was dilated and 
somewhat hypertrophied. The left ventricle was slightly 
dilated. The aortic valve and aorta were not abnormal. 
The abdominal viscera showed terminal congestion. Ante 
mortem thrombi were found in the saphenous veins. 


HEPATIC CIRRHOSIS WITH SPLENOMEGALY IN 
CHILDREN. 


By W. Spatpine Lavrigz, M.D., B.S., 
Physician to Children, Alfred Hospital, Melbourne. 


Epiemics of catarrhal jaundice are very common 
among children during the summer and early 





autumn months; they are usually treated very 
lightly, if treated at all, yet certain epidemics 
furnish cases of some severity. In Sweden, catarrhal 
jaundice is a notifiable disease, and some of the 
statistics from that country show that not only 
are cases often severe and even fatal, but also that 
the effects upon the after health of the children 
are disastrous. Even in England there are some 
who believe that many of the cases of cirrhosis of 
the liver occurring in adult life are traceable to 
attacks of catarrhal jaundice in childhood. It has 
fallen to my lot to see two cases arising in the 
summer of 1931-1932 that were apparently at first 
ordinary cases of catarrhal jaundice coming under 
observation during a definite epidemic of the 
disease; in both instances the condition progressed 
to hepatic necrosis, the so-called acute yellow 
atrophy of the liver, followed by fibrosis of the liver 
and splenic enlargement. 


Case I.—L.B., aged twelve years, came to my clinic in 
May, 1932, with complaint of pain in his right side and 
shoulder, and was stated by his mother to have been off 
colour, with loss of appetite, and losing weight for several 
weeks. He was examined, and nothing was found except 
slight jaundice. He was sent home to rest. He visited 
the clinic a month later, still jaundiced. I saw him 
again on May 19,-amd as his jaundice had definitely 
increased and his liver was enlarged to an extent unusual 
in catarrhal jaundice, I sent him into the hospital. After 
some weeks in hospital his jaundice disappeared and his 
liver became much smaller. 

He was seen again in the out-patient department on 
July 21 with an attack of diarrhea, but no note was 
made of his general condition. He appeared again at 
my clinic on January 16, 1933, with cough, blood-stained 
sputum, anemia and distended abdomen. The superficial 
veins on the chest and abdomen were much enlarged; his 
liver and spleen were greatly enlarged. He was readmitted. 

The Wassermann test geve no reaction. The leucocytes 
numbered 9,000 per cubic millimetre and the red corpuscles 
2,950,000. The hemoglobin value was 40%, and the colour 
index 0:7. The diameter of the cells was 7-3 microns. 
The film was normal. Fragility commenced at 0-5% and 
was complete in 0-3% saline solution. 

As the boy was getting steadily worse, I advised 
splenectomy, which was performed on February 16 by 
Mr. H. C. Colville. At operation the liver was seen to 
be large and nodular. The spleen weighed 566-8 grammes 
(twenty ounces); an accessory spleen was present in the 
hilus; both showed fibrosis and vascular proliferation. 
Convalescence was satisfactory, although there was a 
sustained temperature for some weeks. 

A blood count on March 1, 1933, showed that the 
leucocytes numbered i5,000 per cubic millimetre and the 
red corpuscles 6,466,000. 

On March 16, 1933, the leucocytes numbered 12,500 per 
cubic millimetre and the red corpuscles 4,100,000. The 
hemoglobin value was 65%. The average diameter of the 
cells was 7°6 microns. Reticulocytes were 05%. The film 
showed anisocytosis, poikilocytosis and polychromasia; no 
nucleated red cells were seen. 

In July his blood count was much the same, but showed 
relative lymphocytosis. He was fairly well, but complained 
of vague pains in his limbs and night sweats. He returned 
to school, and was even able to indulge in some sport, 
kicking the football, for example. 

In June, 1934, he entered a basket-making factory, but 
on August 29, after a supposed attack of influenza, he was 
admitted to hospital, under the care of Dr. J. P. Major, 
with hematemesis and epistaxis and, remaining drowsy and 
apathetic, died on September 9. 

Post mortem examination was performed by Dr. M. C. 
Davis. The pericardium contained two pints of blood- 
stained fluid. In the stomach the veins at the cardia were 
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varicose; submucous hemorrhages were present. In the 
intestines submucous hemorrhages were found. The liver 
weighed 14,736 grammes (52 ounces); it had an irregular 
nobby surface with white areas, suggesting regeneration 
between fibrosis; it was very tough. The brain was 
edematous. 


The cause of death was: (i) Cirrhosis of the liver 


(? healed yellow atrophy), (ii) hwmopericardium, (iii) 
anemia. 


Case II.—C.M., aged twelve and a half years, was 
referred to me by Dr. J. L. Diggle. In November, 1931, a 
gangrenous appendix was removed; he did not seem quite 
well afterwards, and in January, 1932, he had an attack 
apparently of catarrhal jaundice. He remained in bed 
for five months, with recurrent febrile attacks, often with 
increase of jaundice. He was treated at home for some 
time, and then was sent to the Children’s Hospital, where, 
after further ineffectual treatment, it was decided to 
explore his gall-bladder; this was found to be normal, 
but the liver was enlarged, smooth and round edged; there 
was little, if any, enlargement of the spleen. His health 
had failed rapidly ever since, with lack of energy, easy 
fatigability, fainting attacks, night sweats, and vague 
“rheumatic” pains. When seen by me he was suffering 
from severe and repeated epistaxis, and had an enormous, 
apparently smooth liver, and a spleen reaching nearly to 
the umbilicus. He was too ill for me to advise splenectomy. 
He died a few weeks later. 


These two cases occurred in the same season, were 
both justly regarded as cases of catarrhal jaundice, 
but both progressed, if by slightly diverse paths, to 
the same termination. It seems strange that few 
such cases have been observed in Australia. Possibly 
the patients do not generally remain throughout 
under the.care of the one physician, and the diseases 
are labelled, according to the stage at which they 
are seen, as Banti’s disease, splenic anemia, Hanot’s 
hypertrophic biliary cirrhosis, or even acholuric 
jaundice, and their relationship to a catarrhal or 
infective jaundice is overlooked. 


Much knowledge of liver pathology has been 
gained by the study of hepatic necrosis following 
the administration of drugs, chiefly of the 
“Atophan” ‘group, “Avertin”, and arsenobenzol 
derivatives, which produce results akin to acute 
infective hepatitis. Examination of the livers of 
patients dying from other causes during catarrhal 
jaundice, as well as sections from the living, have 
shown a definite hepatitis even in mild cases, and 
it has been noted that some epidemics of catarrhal 
jaundice furnish many more cases of necrosis of 
the liver than others. The necrosis varies in type; 
it may be focal with a localized gangrene or abscess, 
but more commonly the patient dies within a few 
days or weeks of acute generalized necrosis, the 
liver being sometimes large, sometimes atrophied. 
In other cases a recoverable necrosis of liver cells 
occurs and fibrous tissue carrying an increased 
arterial blood supply in the process of regeneration 
leads to a nodular or diffuse cirrhosis. In some 
cases, as in Case II, there is apparently a series of 
bacterial attacks. The origin of the hepatitis is 
almost certainly a duodenitis, whether the infection 
is a spirochetosis, as in Weil’s disease, or due to 
organisms of the colon type. Usually the hepatitis, 
if severe enough to be fatal, causes death within a 
short time, so that most observers of epidemics of 





catarrhal jaundice or the infective jaundice of tropi- 
cal countries or military camps have observed only 
these acute cases. The mortality in the latter types 
of infective jaundice is given as 4% to 5%; 
spirochetosis is said to be rarely fatal. Time 
is necessary for the development of cirrhosis, and 
splenomegaly seems to follow mostly the longer 
cases, although it may be discovered before the 
liver has shown signs or symptoms of disease; more 
often the spleen enlarges very rapidly in the late 
stages. 

It has been noted that some patients with 
catarrhal jaundice retain their jaundiced condition 
for a long time, confinement to bed for six or eight 
weeks being not uncommon. Many of them seem 
to lose all signs of ill effect, but there are a few 
who are stated to have never been well since their 
jaundice; in these there is almost certainly some 
permanent effect upon the liver. The chief symptoms 
complained of are recurrent febrile attacks, vague 
rheumatic pains, night sweats and lassitude. Prog- 
nosis should therefore always be guarded in these 
prolonged cases, and all patients with catarrhal 
jaundice should be carefully treated and watched to 
complete recovery. 


ia, 
i 





APPENDICITIS AT A PROVINCIAL HOSPITAL. 


By KerrH Ross, M.S., 
Geelong. 


A wipespreEaD dissatisfaction with the results of 
treatment of appendicitis is evidenced by the 
number of papers on this subject that continue to 
appear in the medical Press both at home and 
abroad. The continued high mortality rate has been 
discussed from many angles, and in this country 
the suggestion has been made that the country 
doctor treats this condition better than the city 
surgeon, or at any rate has better results. Newton) 
has drawn attention to a mortality of 5-2% among 
995 patients with appendicitis at the Melbourne 
Hospital, and Brown) to one of 3-9% among 1,069 
patients treated at the Alfred Hospital, Melbourne. 
Unfortunately, no accurate figures have been pro- 
duced to substantiate the “country” claim. Thus 
it was decided to search the records of the Geelong 
Hospital, which can perhaps be regarded as a typical 
provincial, if not a typical country, hospital, and 
to note the results. 

It may be said that the population the hospital 
serves is a mixed farming and industrial one, but 
that the public wards draw more patients from the 
factory than the farm. Poverty is not unknown 
in the town, but there are no actual slums. The 
hospital has an honorary medical staff which con- 
sists of three indoor physicians and three indoor 
surgeons, and .also three out-patient officers who 
relieve both physicians and surgeons as necessary. 
There are several more doctors in the town and 
district. Nearly one-half of the total number do 
not themselves operate on appendiceal cases. 
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With regard to the figures given below, an earnest 
attempt has been made to obtain accuracy. The 
operation notes of all patients have been read, and 
all eases have been discarded in which the actual 
condition of the appendix has not been unequivocally 
stated. All cases of so-called chronic appendicitis 
and all cases in which the appendix was removed 
at a secondary operation have been excluded. In 
this way a number of cases classified in the records 
as appendicitis have not been included in these 
figures, but no deaths have been excluded. Autopsies 
have not been very frequently performed, and herein 
lies a source of possible error. However, an effort 
has been made to overcome this by searching the 
death certificates for causes of death which might 
possibly be due to primary appendicitis. One death 
due to peritonitis was included in this way. The 
statistics cover the five year period July, 1929, to 
June, 1934. Shortly prior to this period the records 
precluded the possibility of obtaining accurate 
figures. 

In all, 605 patients with acute appendicitis were 
treated, and 11 died, giving a mortality of 1:8%. 
The appendix was not removed in eight cases. There 
were seven secondary operations: two for drainage 
of a subphrenic abscess, four for drainage of a local 
abscess and one ileostomy. 


Table I shows the causes of death. 


TABLE I. 
Causes of Death. 





Condition. Number. 





General peritonitis .. 
Intestinal obstruction 
Pulmonary abscess .. 
Pneumonia .. as xe 
Suppurative pyelephlebitis 


— et et 








It will be noted that the series is a fortunate 
one, in that no deaths were due to causes such as 
pulmonary embolus et cetera, over which the surgeon 
has little, if any, control. 

In Table II the cases are classified according to 
the condition of the appendix. 


TABLE II. 
Mortality in Relation to State of Inflammation. 





Inflammation. Cases. Deaths. Mortality. 








Catarrhal .. «<a on ait 274 Nil Nil 
Severe, including gangrenous 

and perforated appendices .. 283 5 1°8 
Abscess .. ow as ie 17 1 6-0 
Severe general peritonitis - 31 5 16-1 











In Table III the cases are classified according 
to age. 

Four deaths occurred in 147 children under 
fourteen years of age, giving a mortality of 2-7%. 
The mortality in the remaining 458 patients was 
16%. 

In Table IV cases are classified under the various 
operators. 
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TaBLe IV. 
Mortality in Relation to Individual Surgeons. 





Surgeon. Cases. Deaths. Mortality: 





172 
145 
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Table IV is of little value, as not only is the 
number of individual cases too small, but also it 
does not reveal the severity of the conditions 
encountered. Suffice it to say that the great majority 
of the worst cases were operated on by surgeons A, 
B and C. 

This series of cases is somewhat small for 
purposes of comparison, but so far as they go the 
figures do show a mortality rate distinctly lower 
than that of the two metropolitan hospitals that 
have analysed their results. It is difficult to see 
why this is so, but certain factors may operate. 

It is frequently stated that country people are 
more robust than their city cousins. Possibly this 
is so, but it is doubtful if this factor is of very 
great moment in the present inquiry, for the 
majority of the patients in the series were townsfolk. 
As already stated, however, none came from real 
slums and personally I have not seen here the 
moribund patients that at times enter metropolitan 
hospitals and raise the mortality rates. Another 
point is that the hospital air is less vitiated in the 
country than in the heart of a large city. 

One of my colleagues has suggested that as local 
medical practitioners all do general work to some 
extent, cases may be diagnosed earlier than in a 
city. This suggestion, although it raises matters 
of fundamental importance, does not bear close 
scrutiny, for, as already stated, nearly half of us 
do practically no surgery, and thus are not so likely 
to be particularly on the lookout for surgical cases. 
Table II also discounts this suggestion. 

The next factor thdt has to be examined is a 
delicate one, namely, the skill and judgement of 
the surgeons concerned. There are few, I think, 
who will subscribe to the theory that the country 
doctor, as a class, has more surgical skill than the 
trained city surgeon, but, on the other hand, it is 
conceivable that experienced general practitioner 
surgeons may display more judgement in cases of 
this nature than those more junior men who perform 
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the majority of these operations at many 
metropolitan institutions. 


The successful management of appendicitis -does 
not of course rest solely on the operation. The 
problems of diagnosis, of the time to operate and of 
after-care need not be discussed further here than 
to state that as a rule operation was performed as 
soon as a diagnosis was made, that the drainage 
tube was frequently used, and that after-care was 
on conservative lines. It is necessary however, to 
raise one further point. I* will be noted that the 
figures under comparison are those of public hos- 
pitals and not of private practice. In this town, 
and probably in the country generally, hospital prac- 
tice approximates fairly closely to private practice 
in that the patient is, at all times, actually under 
the personal care of the surgeon to whose charge 
he has been admitted, and it is possible that herein 
lies the main factor for the comparatively good 
results obtained in this hospital. 
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Reviews. 


PROGRESS IN THROAT DISEASES. 





“MopeRN ADVANCES IN DISEASES OF THE THROAT’, by 
Arther Miller, is excellently printed and well illustrated; 
it is pleasantly readable and has a fluent style” It 
comprises what must have been a laborious task in sum- 
ming up the recent work in diseases of the throat from a 
host of references in the literature. The writer certainly 
is to be congratulated on the amount of hard work he has 
done, but also should he be consoled, for it must truly be 
questioned whether his labours have served any useful 
purpose. It is no fault of Dr. Miller that advances have not 
really been made and that the writinzs to which he refers 
comprise really so very little that is not already to be 
found in the standard text books. 

As pointed out in the preface, the book may be of some 
use to those studying for a special diploma. The section 
dealing with tonsil dissection contains a description of 
some useful technical refinements; similarly there are 
some hints on the removal of adenoids. In both cases, 
however, reading would have to be made in conjunction 
with one of the standard texts to secure a continuity of 
description of the operations. Some of the more modern 
instruments are described, notably the La Force adenotome. 
The operation is outlined and clarified with some excellent 
illustrations. All cannot agree, however, that there is 
less bleeding after the use of these special instruments 
than was previously encountered. At the same time it is 
useful to stress these new instruments since they certainly 


1“Modern Advances in Diseases of the Throat’, by A. Miller, 
F.R.C.S., D.L.O.; 1934. London: H. K. Lewis and Company, 
Limited. Demy 8vo., pp. 132, with illustrations. Price: 10s. 6d. 
net. 








represent an advance in some otherwise inaccurate nose 
and throat procedures and render the operations a little 
more fool proof. 

It is questionable whether such disjointed reading as 
this on a special branch of medical practice can be of value 
to the beginner. The specialist who has attempted at all 
to keep himself up to date will have found most of the so 
called advances already incorporated in the modern text 
books, while other points are still under review in the 
journals. 





THE SINGLE WOMAN AND SEX. 





In August, 1932, a review was published in this journal 
of a book by Robert L. Dickinson and Laura Beam of a 
book entitled “A Thousand Marriages”. The subtitle of this 
book was: “A Medical Study of Sex Adjustment.” These 
authors have now published a book that bears the title: 
“The Single Woman: A Medical Study in Sex Education.” ? 
It is issued by the National Committee on Maternal Health 
“as one of its volumes on certain aspects of human 
fertility”. The Committee has followed two lines of 
inquiry: (i) The actual sex life and endowment of socially 
normal persons as revealed in medical case histories; (ii) 
the control of fertility by such measures as contraception, 
sterilization, therapeutic abortion and the prevention and 
relief of involuntary sterility. 

The material on which this book is based has been 
collected by Dr. Dickinson during a lifetime of observation, 
reading and travel. He made his case histories available 
to Miss Beam who has studied applied psychology and 
education. “The relationship between the two authors may 
be perhaps most precisely expressed by saying that the 
writer approached her task as essentially a biographical 
study of selected phases of the work of a physician.” 

Medical practitioners know that the single woman often 
presents a most complex problem. They are sometimes at a 
loss to know how to approach the patient’s problem. One 
patient may be reticent on what to her is all important, 
or she may be willing to state her symptoms, to enumerate 
her fears and difficulties and to relate her experience 
without reserve. Even when the medical attendant has 
ascertained the facts, he may not know how the patient 
stands in relation to other women of her type. He should 
know this before he tries to give advice. This book which 
is a serious study of every aspect of the subject, will help 
him. It is a book of the greatest value, it contains a 
wealth of information, though it is difficult to read. 
Perhaps it would be well, before a medical practitioner 
undertook the study of this book, if he were to read 
Havelock Ellis’s “Phychology of Sex”, which was reviewed 
in these pages months ago. 

The book is based on 1,078 case records, 350 of the 
histories containing details of sex experience, together with 
two control groups without such detail. One of the control 
groups contained 300 and the other contained 428 case 
histories. Dr. Dickinson, it is stated, discouraged concentra- 
tion on the part of the single upon the reproductive organs. 
The average observation period was less than a year. As 
a rule the observation period was two months; only one 
in ten of the women was seen for five years or more. 

The first section of the book is entitled “Health”. In the 
first chapter the condition of affairs in 1895 is described. 
A chart shows twelve items of dress worn by wornen in 
1893. In these days one can but pity the women of the 
nineties. A women with a waist of twenty-four inches 
wore layers of material which, fastened end to end, made a 
bandage thirty-four feet long (a band counted as two 
thicknesses). At the waist were five bands and seventeen 
layers, reinforced by twenty-eight corset steels. Forty-six 
cases observed at this time are discussed. In the second 
chapter the typical patient is described; this is followed by 
a chapter on the health of the patients. Then follows a 
chapter dealing with therapy. It opens with the statement 
that the study of personality is art not science. Obviously 





1“The Single Woman: A Medical Study in Sex Education”, 
by R. L. Dickinson and L. Beam; 1934. London: Bailliére, 
Tindall and Cox. Demy 8vo., pp. 488. Price: 23s. net. 
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@ patient’s response to a medical attendant will accord 
with her feeling of emotional security. The most important 
thing in treatment was that the patient was seen as a 
whole. “Life was a continuous stream in which the mental 
life lay in between the biological depth and the current of 
environment. The first emphasis was on the goal of 
happiness, especially fulfilment through love; second, the 
broad general treatment of life as interests in a job, a 
hobby, outdoors, vacation recreation, the arts, friends and 
duties; third, the specific prescription of food, sleep, 
exercise; fourth, possible local treatment for inflammation, 
infection or other localized disorders; and fifth, the free 
discussion of the inner life’. The last chapter in this 
section is one on imagination. 

The second section of the book is entitled “Sexuality”. 
It has chapters on virginity, engagement, heterosexuality, 
homosexuality, autosexuality and aberration. 

The third section deals with creative problems, under 
the headings of “Family”, “Religion and Art” and “Work”. 
On these subjects of course reams could be written; the 
temptation must be resisted, for our present purpose is 
merely to show the extent and value of the book. One 
sentence may be quoted: “The unity of the arts with living 
and their extension into sexuality and the illness makes 
their balance and continuity important in therapy.” 

The final section deals with interpretation. This is most 
important. Here it is pointed out that the book is a 
study in resistance, describing the cost and the meaning 
of the conflicts between biological function and social 
adaptation. “Behind the data is the question whether 
woman may live ‘not by mere reliance upon nature, but 
by controlling nature into the forms of her desire’.” The 
present is held to be the age self-expression. Many people 
think of self-expression as sex expression. Character may 
sometimes be strengthened by restraint much more than by 
self-gratification. 

The present book is one for the serious student; to get 
the best from it the reader will require to submit it to 
careful and critical analysis. 





SCHILDER’S DISEASE. 


Tue diffuse sclerosis associated with Schilder’s name is 
sufficiently rare to be scarcely known save by repute to 
many neurologists. But two cases have been recorded in 
Australia to date, including one, the pathology of which is 
now being worked out in Sydney. It comes therefore as 
a surprise to note that Professor L. Bouman 
experienced no less than six cases of his own, the clinical 
signs and pathology of which together with one hundred 
from the literature are clearly set forth in his book 
“Diffuse Sclerosis”.* 

If we consider this disease for a moment and its neuro- 
pathology, a form of myelitis affecting almost bilaterally 
large areas of the white matter of the cerebrum, especially 
around the posterior parts of the lateral ventricles, it is 
obvious that we may and do meet innumerable 
combinations of physical signs, to say nothing of 
highly controversial neuropathological phenomena. Dr. 
Bouman meticulously inquires into every known sign, 
clinical and pathological, and essays to find sufficient 
in common to enable the disease to be more often 
diagnosed clinically and “thus spare many patients 
unnecessary head operations”. The book scarcely 
lends itself to abstracting, but the wealth of detail 
envisaged in its few pages and the excellent photo- 
graphs chosen from film exposures, Weigert Pal prepara- 
tions of the cortex and microscopic features make it 
essential to every practising neurologist. Dr. Bouman 
would divide patients under fifteen years of age from those 
older. On the whole we scarcely feel we can go much 
beyond D’Antona’s general statement: “... we can only 
diagnose diffuse sclerosis when we have a subacute 
affection which is progressive, is found in young 


2 “Diffuse Sclerosis (Encephalitis Periaxialis Diffusa)”, by L. 
Bouman, M.D.; 1934. Bristol: John Wright and — Limited. 
Demy 8vo., pp. 164, with 64 illustrations, Price: 15s. net. 








people .. . scarcely ever accompanied by fever and 
exhibiting psychical symptoms that suggest bilateral 
localization. 

Drs Bouman, himself a distinguished pathologist, is at 
pains to lay before us some modern lines of thought about 
demyelination. To grasp this, one must have a clear 
conception of the form of the microglia, oligodendroglia 
and macroglia as revealed by modern stains, impregnations 
and experimental lesions. Not the least entertaining of his 
pages are those going into the possible functions of the 
various glial cells, and to what extent we can bank on 
mesoglial and mesoblastic and vascular reactions to decide 
for or against inflammation, degeneration (primary or 
secondary) and/or some deficient functioning powers of 
the different glia. We read that “a deficiency of the break- 
down function of the glia has been accepted”. The glia 
cells may fail to perform their nutritional duties to the 
neurone, myelin or cell body or process, may fail to 
metabolize and/or render immobile myelin into mobile 
fat products, “disintegrated products into transportable 
substances”; and thus we may allow ourselves to postulate 
some unknown toxin and/or, ignoring this feature, maintain 
that the pictures suggest a deficient nutrition of the 
myelin (and afterwards the axis cylinder) from some 
hereditary or acquired loss of functioning properties in 
the glia. The obvious resemblance to disseminated sclerosis 
and the various modifications of this disease are stressed, 
and a table is included wherein the presence or absence 
of certain groups of clinical phenomena is set forth clearly, 
so that at a glance we may estimate to what extent we 
may essay to diagnose the condition in practice. 





CLINICAL REPORTS. 


CLINICAL MISCELLANY”, as the name implies, is an 
interesting collection of case reports, embracing all 
branches of medicine, and is the product of the various 
members of the medical staff of the Mary Imogene Bassett 
Hospital, New York. As the author states in the preface, 
it is a collection of selected clinical observations with 
interpretative comments representing an effort to activate 
fragments of experience. 

The authors have selected only those case reports which 
show a definite variation from the typical clinical picture, 
or are illustrative of some uncommon syndrome. This 
fact causes the comments at the end of each chapter to be 
interesting and instructive. 


One chapter is devoted to the reporting of three cases of 
goitre with hyperthyreoidism in which serious complica- 
tions increased the surgical hazard. The various complica- 
tions were: (i) Hypertensive heart disease with marked 
disturbance of nutrition, (ii) severe cardiac failure with 
acute psychosis, and (iii) chronic rheumatic heart disease. 
These are complications which have to be dealt with 
frequently in large hospitals and very little help is found 
in the standard text books. The comments of the joint 
authors of this chapter are most helpful, especially in 
stressing the point that no patients are too badly decompen- 
sated to be refused surgical aid. We note also that deep 
X ray was not found of any value in this type of patient. 


The chapter on the preoperative treatment of prostatic 
obstruction is valuable, but one would have appreciated 
some further suggestions for the estimation of true as 
opposed to mechanical interference -with kidney function. 


Dr. Marjorie Murray’s contribution concerning spon- 
taneous subarachnoid hemorrhage is of value, particularly 
as the after history of the patient has been followed. But 
is spontaneous subarachnoid hemorrhage so uncommon? 

Many other interesting case reports are published, and 
the medical staff of the Mary Imogene Hospital is to be 
commended in introducing the new idea of reproducing 
their clinical experiences in book form. 


1“Clinical Miscellany”, The Mary Imogene 
Coo; town, New York; Volume I; 130% 
Tindall and Cox; Baltimore: Charles C. 





Bassett 

London: Battles 
Thomas. Royal 34 
pp. 206, with illustrations. Price: 13s. 6d. net. 
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All articles submitted for publication in this journal 
should be typed with double or treble spacing. Cardon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


THE AUSTRALIAN SOCIETY OF 
AN ZSTHETISTS. 


In a recent issue a brief announcement was 
published in connexion with the inauguration of the 
Australian Society of Anesthetists. This society 
had its birth at a meeting of anesthetists held in 
Hobart in January, 1934, at the time of the fourth 
session of the Australasian Medical 
(British Medical Association). Members of the 
Section of Anesthesia determined that a society 
should be formed, and forwarded to the Federal 
Council of the British Medical 
Australia for its approval a resolution setting out 
The Federal Council, after discussion, 


Congress 


Association in 


their views. 
resolved that a special committee should report on 
(a) 


associations, (b) their limitations, (c) model con- 


the desirability of the forming of special 


ditions to keep such movements within the ambit of 
the British Medical Association. 
not yet been presented to the Federal Council, but 
it is satisfactory to note that the new society has 
been kept within the ambit of the British Medical 


This report has 











Association. According to its constitution it will 
consist of ordinary members and of honorary 
members. All ordinary members must be members 
of the British Medical Association. 
members may be elected from among such graduates 


in medicine or allied sciences as may, from their 


Honorary 


interest in or services to the specialty of anesthesia, 
be approved by the executive committee of the 
society. 

The objects of the Australian Society of Anzs- 
thetists are as follows: (i) to improve the status of 
(ii) to facilitate the 
exchange of ideas between Australian anesthetists 


anesthesia in Australia, 
and between them and overseas anesthetic organiza- 
tions, (iii) to encourage research into questions 
appertaining to anesthesia, (iv) to arrange for 
publication of articles on anesthesia. 
members are to be: (i) members of the British 
Medical Association who hold, or have held, the post 


Ordinary 


of honorary anesthetist or honorary assistant 
anesthetist in a recognized public hospital in 
Australia; (ii) such other members of the British 
Medical Association as may be approved by the 
executive. Meetings will be of two kinds, annual 
and special. The annual meeting will be held in 
Melbourne and Adelaide, 


with the post- 


rotation in Sydney, 


coincidently, whenever possible, 
graduate week held every year in those cities. When- 
ever a session of the Australasian Medical Congress 
(British Medical Association) is held in any city 
of the Commonwealth the congress will be attended 
by members of the society, and the session of con- 
gress will rank as the annual meeting of the society 
for that year. This is a further indication of the 
wish of the founders of the Society of Anesthetists 
to prevent their organization from causing any split 
in the ranks of the British Medical Association. It 
may also be noted that the society intends to seek 
the cooperation of Tae Mepican JournaL or 
Austratia in the publication of articles setting 
forth the work of its members and embodying the 
results of research; this will, of course, be given in 


every possible way. 


In welcoming the inauguration of this society, we 
would venture to suggest that too much be not 
attempted at first. The best results will be achieved 









184 


THE MEDICAL JOURNAL OF AUSTRALIA. 


Fepruary 9, 1935. 





by drafting a not too ambitious programme and by 
making every endeavour to carry it out. The society 
has four objects. If research is organized along 
definite lines and if free exchange of ideas between 
members takes place, the status of anesthesia in 
Australia will be improved. In other words, it 
would possibly have been wiser to have placed the 
encouragement of research as the first object, or 
even to have specified the organization of research. 
Clinical research in anesthesia should be organized 
in all teaching hospitals. If the undergraduate 
student is taught from his earliest days that anzxs- 
thesia is a subject gbout which much still remains 
to be learned, he will approach its practice with a 
receptive mind. Even if he himself makes no con- 
tribution to knowledge, he will at least go out into 
the world of medical practice with the realization 
that anesthesia is as important as any other branch 
of medical science and that to be a skilful 
anesthetist is an achievement equal to any credited 
to surgeon or obstetrician. 


in 
— 





Cutrent Comment. 


INTESTINAL DERANGEMENT AFTER ABDOMINAL 
OPERATION. 


Ir may be said with some truth that the worst 
feature of an abdominal operation is the discomfort 
which follows it. The degree of this derangement is 
unpredictable; it may be slight and trivial after a 
long and serious operation; it may cause grave 
alarm after the most trifling surgical procedure. 
Amongst late writers Victor Bonney has drawn 
attention to many problems inherent in the post- 
operative state and in the recent Bradshaw Lecture 
has done much to stimulate thought upon this 
important subject.’ It would seem to be settled that, 
no matter what the area involved in an abdominal 
operation, post-operative disorder begins always in 
the stomach and the neighbouring portion of the 
small bowel, and this almost invariably on the 
second day following the operation. The clinical 
picture is one of epigastric distension, accompanied 
by belching and vomiting. Soon, however, the 
epigastrium flattens down, but the distension can 
be seen to involve the lower intestinal tract. In the 
milder type of case charges of gas from the stomach 
and duodenum are driven downwards by successive 
peristaltic waves, and the bowel recovers itself as 
the volume of gas passes onward ; but in severe cases 
there occurs a condition of spreading gas formation 
without effective peristalsis. It is at this stage that 





1 The Lancet, December 15, 1934. 





persisting vomiting begins, with all the features 
which make up the terrible picture of obstruction. 
All surgeons are aware that thesewhappenings are 
more likely to follow operations involving a wide 
field and much tissue trauma, but there seems no 
fixed relationship between the magnitude of the 
operation and that of the consequent disorder, nor 
does the rough handling of viscera produce ill-effects 
which are constant in degree. And a further strange 
fact is that abdominal distension and distress, while 
frequently following small operations on “clean” 
areas, may be entirely absent in cases in which the 
fields of operation are septic. The whole topic can 
only be a source of wonder to any thoughtful 
surgeon. Why, for instance, has the actual site of 
an incision some mysterious influence upon opera- 
tive sequele? Why are incisions above the 
umbilicus, or incisions laterally situated, less likely 
to be associated with abdominal derangement than 
wounds made below the umbilicus or in the middle 
line? And it is strange that-a transverse incision 
in the pubic region, followed by a vertical division 
of the aponeurosis and peritoneum, is very rarely 
productive of evil results. Stranger still is the 
severe distension which may follow retroperitoneal 
nephrectomy or hemorrhage in the posterior retro- 
peritoneal tissues. 

Whence comes the gas which is the constant 
accompaniment of the disorder? It has three sources 
of origin: it may be merely swallowed air, it may 
result from the diffusion through the gastric and 
intestinal mucosz of gases in solution in the blood, 
or it may be born of chemical change in the intes- 
tinal contents. A point of interest, first: noted by 
Kremer and Douglas MacLeod, is that large 
quantities of air are always swallowed by patients 
who attempt deglutition while in the prone posture. 
There are considerable variations in the composition 
of these gastric and intestinal gases, but their 
greatest component is nitrogen. Carbon dioxide is 
also always present in large amount, with quantities 
of hydrogen, acetylene and sulphuretted hydrogen. 
What proportion of these gases is the product of intes- 
tinal chemical action is not yet determined, but it is 
certain that the neutralization of the acid stonfach 
contents goes hand in hand with gas production, as 
also does the action of bacteria on certain sub- 
stances, such as cellulose. In health the amount of 
gas introduced into or manufactured in the intes- 
tinal tract is balanced by a “removal mechanism” 
composed of two factors—the transportation 
mechanism, dependent on peristalsis, and the 
capacity of the bowel for absorption. For distension 
to arise there must be a failure of the gas-balancing 
mechanism; gas is produced in ex@gssive amounts 
or it is removed in diminished quantity. Frequently 
both of these factors are in operation together.. In 
this connexion the intestinal tract has- to be 
regarded as a complex and compartmented cavity, 
and its contained gas cannot be considered as a 
continuous, uninterrupted column. If the amount 
of gas in any particular region of the gut be quickly 
increased, the pressure in that compartment will 
naturally rise, and adjacent segments of bowel 
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will be correspondingly compressed, until the pres- 
sure within them rises to a point comparable with 
that in the first compartment. This whole subject is 
difficult of short and lucid explanation, but one 
may briefly say that local distension of any intes- 
tinal segment, unless compensated for by the with- 
drawal of gas elsewhere, will always raise the pres- 
sure in neighbouring coils, and it is likely that the 
colic which frequently occurs as a post-operative 
complication is due to the attempts .made by the 
intestinal musculature to drive gas or fluids into 
these compressed coils. But the whole problem can- 
not be completely understood unless it is considered 
also from the circulatory standpoint. Redfield and 
Benedict pointed out more than eight years ago that 
the diffusion of carbon dioxide into the intestine is 
increased when the blood flow through the intes- 
tinal capillaries is slowed by the partial obstruction 
of the venous return; and, further, that in cases of 
intestinal derangement following operation, con- 
gestion of the mesenteric veins is very intense, 
especially up to the region of the jejunum. Tyrrell- 
Gray, too, has shown that intestinal distension 
stretches the mesentery, so that the venous flow is 
gravély impeded. 

At this late day little precise knowledge is 
available as to the part played in the pro- 
duction of distension by chemical changes in 
the intestinal contents. It is generally held that 
the corrupt bowel contents usually associated with 
cases of intestinal obstruction are the products of 
bacterial action; it is likely, however, that these 
products are largely due to obscure and complicated 
biochemical reactions. This view depends upon the 
knowledge that excessive bacterial activity within 
the intestine is almost always accompanied by the 
signs and symptoms of enteritis, whereas in cases of 
obstruction subjected to operation no such features 
appear. It is important to remember, moreover, 
that the upper part of the intestine contains few 
organisms, yet its obstruction produces offensive 
vomiting much more quickly than does a blockage 
of the large bowel, in which bacteria abound. 

Snough has been said on various aspects of these 
post-operative derangements to make it clear that 
the whole subject is excessively complicated. Not 
until its mechanism is further investigated will the 
surgeon rid himself of one of the biggest bugbears 
associated with his operative work. 





CHRONIC ULCERATION OF THE COLON. 





Curonic ulceration of the colon continues to be a 
pathetic example of the incompleteness of medical 
knowledge. The treatment of this disease (or, 
rather, group of diseases) is difficult, demanding 
skill and experience. Even when the specific causal 
agent is known, as in amebiasis, and so-called 
specific remedies are available, the disease may run 
a protracted course and may even continue 


indefinitely. A great deal of work on ulcerative 
colitis has been carried out in recent years, and 
certain advances have been. made. 


One of the few 








investigators who have contributed to the knowledge 
of the disease is Edmund I. Spriggs. He has recently 
published a summary of his experience of forty-eight 
cases observed at Ruthin Castle during a period of 
eighteen years.!' The incidence of ulcerative colitis 
and the ulceration of chronic amebic dysentery 
among persons admitted to Ruthin Castle was five 
per thousand. The impression of many physicians 
may be that the disease is rather commoner than 
this; but such an impression may be due to the 
chronic sufferer’s habit of changing his medical 
adviser. 

Spriggs discusses the symptoms, signs, diagnosis, 
prognosis and treatment. His mortality statistics 
are of interest. Of the thirteen patients with 
ameebic ulceration, all recovered save one, who died 
of some other disease. Of the thirty-five patients 
with non-ameebic ulceration, seven died; but three 
of these were hopeless on admission to hospital, 
and two were not treated. Of the forty survivors, 
thirty-four were well when the paper was written; 
five were not well, but were not invalids; one was 
said to be ill. These figures show that a great deal 
can be done for most persons suffering from ulcera- 
tion of the colon if they are fortunate enough to 
be in specially skilled hands. Spriggs does not claim 
to have lighted on any cure-all. He has tried several 
methods lauded by other workers, but has relied 
mainly on general measures, combined with symp- 
tomatic treatment and douching. He discusses the 
treatment very fully. 

The most interesting part of the paper is that 
dealing with radiology. Spriggs remarks that the 
radiological features usually described are irregular 
segmentation, inhibition and spasm; but these are 
not proof of ulceration and can be regarded as 
indirect signs only. Of greater importance are: 
“(a) the study of finer alterations of the profile of 
the barium-filled bowel; and (b) the strial pattern 
or picture thrown by the remains of barium lying 
in folds or crevices of the mucous membrane after 
the lumen is empty”. Distension of the bowel with 
air is of great help in the study of these strial 
patterns. Among the indirect signs of ulceration 
Spriggs mentions the “small cut-out or indented 
appearances” that are sometimes observed. “They 
may probably occur in the same haustrum as an 
ulcer, like an incisura opposite a gastric ulcer.” In 
addition to the gross deformities, regarded as direct 
signs of ulceration, he mentions the “fine jagged 
irregularities” that are seen in the skiagram of the 
transverse colon. In regard to the strial patterns 
he remarks as follows: 

In the large bowel undue longitudinal strie . .. are 
direct signs of colitis. If there is ulceration the craters 
may be seen, especially with the aid of air distension, 
barium being held in the edges . .. . In each case the profile 
pattern should be compared with that of the strie. 

Some excellent reproductions of skiagrams com- 
plete the description. The whole paper is of value 
and should be read by everyone interested in disease 
of the bowel. 





1The Quarterly Journal of Medicine, October, 1934. 
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MORBID ANATOMY. 





Changes in the Brain in Pernicious 
Anaemia. 


Rura Lesensart (Archives of Path- 
ology, September, 1934) describes a 
ease of pernicious anemia in which 
changes in the brain were noted. In 
seven cases of typical subacute com- 
bined degeneration of the spinal cord 
the brain was available for study. In 
four of these cases no brain changes 
were discovered; in two cases minor 
changes were found; and in one 
instance the changes found in the 
brain were similar to those found in 
the spinal cord. The most definite 
changes were in the motor area of the 
brain. The author describes the 
changes in detail and illustrates her 
article by photomicrographs. The 
structural changes did not correspond 
with the clinical symptoms —the 
patient had no cerebral manifestations. 
This is ascribed to the scarcity of the 
changes in the brain, which appeared 
only as small foci. 


Atherosclerosis and lodine Therapy. 


S. R. RosentuHar (Archives of Path- 
ology, December, 1934) states that the 
supposed action of iodine in athero- 
sclerosis of the aorta is that of: (i) 
healing by direct influence on the 
atheroma or by indirect influence on 
the intermediary cholesterol metab- 
olism, (ii) increasing the functional 
discharge of blood from vessels and 
thus maintaining a better supply of 
blood to the organ, (iii) lowering the 
blood pressure, (iv) reducing the vis- 
cosity of the blood. He points out 
that all these activities have been 
called in question experimentally. The 
recent studies of Turner and Khayat 
show that iodine is not effective unless 
the thyreoid gland is present. The 
author has carried out experiments 
with rabbits. He found that choles- 
terol-fed rabbits, when given large 
physiological doses of iodine in an 
inorganic or organic form, mani- 
fested an increase in the choles- 
terol in the blood and liver and 
a corresponding decrease in the 
cholesterol of the bile. The hyper- 
cholesteremia produced in this way 
was much greater than that produced 
in rabbits to the diet of which choles- 
terol alone was added. To some 
animals iodine was given later in the 
course of cholesterol feeding; in these 
the cholesterol esters of the blood 
increased for six weeks. The author 
suggests that in the rabbits in which 
the cholesterol metabolism was so 
greatly disturbed, the action of the 
iodine on a slightly active gland 
caused a regression of the gland, and, 
in doing so, liberated an increased 
amount of the thyreoid hormone. The 
thyreoid hormone stimulated’ the 
general metabolism as well as _ the 
liver. As the liver excretes only free 








cholesterol through the bile there was 
a corresponding proportional increase 
in the cholesterol esters of the blood. 
The aortas of the animals with the 
greatly disturbed cholesterol metab- 
olism presented the most pronounced 
lipoid deposit. The thyreoids of the 
animals that were given iodine pre- 
sented colloid that was in a resting 
state; in those that did not receive 
iodine the colloid was slightly active. 
The author states that as the action 
of iodine in the prevention of deposits 
of lipoid in the aorta. of the choles- 
terol-fed rabbit is dependent on 
increased thyreoid activity, its employ- 
ment in man should be guarded. 
Atherosclerosis in persons with hyper- 
thyreoidism is uncommon; in athyre- 
osis, myxedema and cretinism, in 
which the blood cholesterol is 
increased, the incidence of athero- 
sclerosis is higher. 


Renal Tumours in Childhood. 


G. A. McCurpy (The Journal of 
Pathology and Bacteriology, November, 
1934) has investigated 31 kidney 
tumours occurring in children. They 
were classified as follows: teratoma, 1; 
nephroblastoma, 27; carcinoma, 1; 
sarcoma, 2. 
chiefly in children under three years 
of age and were more common in 
boys than girls. They were charac- 
terized by an insidious onset leading 
to rapid enlargement of the abdomen 
which was occasionally associated 
with pain or hematuria or both. 
Metastases were of frequent occur- 
rence and the tumour almost invari- 
ably recurred soon after operation; 
death usually occurred in less than a 
year. In discussing the origin of 
these congenital tumours, the author 
rejects the view of Ribbert that they 
arise from an aberrant sex cell. This 
theory may explain a true teratoma, 
but will not explain a typical nephro- 
blastoma, which originates from a cell 
of more limited potentiality. The 
author also rejects the view of Birch- 
Hirschfeld that these neoplasms 
originate in the Wolffian body. Wilms 
thought that the cell giving rise to 
the nephroblastoma was capable of 
forming both ectoderm and mesoderm 
and that from some error in develop- 
ment it was incorporated in the 
developing kidney. The author asks, 
if this is true, why tumours arising 
from such a cell should never be 
found in extrarenal tissue. Busse 
thought that the nephrogenic blastoma 
could give rise to all the structures 
found in these tumours by a process 
of metaplasia. The author thinks this 
is a reasonable view, but states that 
it still leaves unexplained the origin 
of extrarenal tissues. He emphasizes 
the intimate relationship of nephro- 
tome and myotome. This must be an 
important factor in accounting for the 
striated muscle present in 37% of the 
author’s series of nephroblastomata. 
The actual mechanism causing 
inclusion of part of the myotome by 
the nephrotome is probably a faulty 
segmentation of the latter. Though 
heredity may play a part in the 


The tumours occurred . 











development of these tumours, this 
influence was absent in the author’s 
series. The effect of toxins in the 
maternal circulation during pregnancy 
may have a share in the etiology. 
The author quotes two cases reported 
by other writers in support of this 
view, and adds that chronic nephritis 
may bear the same relationship to 
congenital kidney tumours as it does 
to renal carcinoma in adults. 


Increased Intraabdominal Pressure 
and Eclampsia. 


M. B. Strauss AnD S. Mappock (The 
American Journal of Pathology, 
November, 1934) refer to the view of 
Theobald that the liver lesions of 
eclampsia are of mechanical origin, 
and to his experimental work in pro- 
ducing lesions by raising the intra- 
abdominal pressure in animals. They 
have repeated Theobald’s experiments. 
Elevation of the pressure was with- 
out effect upon the livers of seven dogs 
anesthetized with ether. A chloro- 
form-ether mixture, such as that used 
by Theobald, resulted in extensive 
central necrosis of the liver in three 
of four dogs, only two of which were 
subjected to increases of abdominal 
pressure. “The significance of the 


‘use of chloroform as an anesthetic is 


apparent.” The lesions produced by 
Theobald are, in the opinion of the 
authors, entirely consistent with 
chloroform necrosis and are not at all 
characteristic of the periportal lesion 
of eclampsia. 


MORPHOLOGY. 





Taste Buds and their Nerve Fibres. 


T. W. Torrey (Journal of Compara- 
tive Neurology, April, 1934), in an 
account of experimental investigations 
on the gustatory organs, barbels, of 
the common cat-fish, Ameiurus 
nebulosus, concludes that a certain 
number of days after the cutting of 
the nerve, dependent upon the tem- 
perature, taste buds degenerate and 
disappear, but that restoration of the 
buds follows regeneration of the nerve. 
To explain this dependence of taste 
buds upon the nerve, a “humoral hypo- 
thesis” has been proposed to the 
effect that certain substances of the 
nature of hormones are constantly 
given out by nerves and that such sub 
stances are necessary for the existence 
of taste buds. Numerous experiments 
designed to test the validity of this 
hypothesis are described. Electrical 
stimulation of the peripheral stump of 
the nerve severed at the base of the 
barbel induces the taste buds to dis- 
appear in advance of those of an 
unstimulated control. Taste buds 
never disappear until secondary 
degeneration in the nerve is greatly 
advanced or, conversely, secondary 
degeneration at its height is the signal 
for the immediate breakdown of the 
buds. Since the speed with which 
this height is attained is directly 
influenced by such factors as heat and 
electrical stimulation, it follows that 
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the time of disappearance of the sense 
organs is an expression of these 
influences as manifest secondarily 
through the nerve. The influence of 
heat and electrical stimulation are 
believed to be directed against a 
physiological or nutritional pre- 
requisite of normal taste buds. This 
prerequisite assumes the form of a 
hormone-like material present in 
nerves, and is conceived as being 
identical with that necessary for the 
maintenance of the nerve itself. As 
long as any of this material is present 
in the nerve. the taste buds, morpho- 
logically at least, are normal; but 
once the supply is used up or reaches 
a certain minimum, a point correlated 
with a state of advanced myelin 
degeneration, the disintegration of the 
buds takes place. This conception finds 
verification in an experiment whereby 
the nervous elements were grossly 
removed from a barbel and the taste 
buds were found to have disappeared 
thirty-six hours later. 


The Brain and Olfaction. 


H. G. Swann (Journal of Compara- 
tive Neurology, April, 1934) states that 
extirpation of the pallium in rats, 
involving in a series of cases prac- 
tically every part of the pallium, 
produced no interference in a dis- 
crimination based 6n olfaction. 
Destruction of the various parts of 
the archipallium, including the hippo- 
campal complex, pyriform lobes, 
septum and. amygdaloid nucleus, 
fimbria, alveus, habenula, and olfac- 
tory bundles in association with the 
corpus callosum, resulted in no inter- 
ruption of the olfactory discrimina- 
tion. Excision of the cytoarchitectural 
fields and the main complexes of the 
forebrain, to the extent of 60% or 
more in individual cases, was followed 
by no conspicuous loss. Two struc- 
tures, however, were not adequately 
explored: the olfactory tubercle and 
the precallosal hippocampus, Only in 
those cases in which the primary 
olfactory tracts were interrupted did 
a serious disturbance result. Of these 
primary tracts the lateral tract does 
not appear essential to performance 
of this habit, but the anterior limb of 
the anterior commissure appears 
crucial to its performance. Finally, 
in single cases, 39% of the cortex was 
destroyed without loss in retention. 


Cerebral Structure and Mental 
Funetion. 


R. J. A. Berry AnD R. M. NorMAN 
(Journal of Neurology and Psycho- 
pathology, April, 1934) describes the 
cortical structure and cytology in the 
brains of four mental defectives: a 
female imbecile (probably an idiot), 
aged 12-1 years, with mental age below 
three years; a female imbecile, aged 
12-3 years, with a mental age of 61 
years; a male mongolian imbecile, 
aged 23-9 years; and a feeble-minded 
female, aged 20-6 years, with a mental 
age of eight years. The structure of 
these four brains has been compared 
with that of the normal. The authors 
find that there is a significant reduc- 
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of abnormal shape. 
graphical variations may be present 
in low grade cortices, 
noted in at least one of these imbeciles. 
The cortex in the feeble-minded case 
mainly differs 
cortex in the more normal arrange- 
ment and shape of its cells. It is thus 
not improbable that the difference in 
cortical structure between high and 
low grade aments is one of degree. 
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Cells of the Inner Enamel Epithelium. 

G. S. pE R&ényr (American Journal 
of Anatomy, November, 1933) describes 
the peculiar behaviour of the central 
the structural and 
functional differentiation of the amelo- 
The cells of the inner enamel 
epithelium in young animals present 
all stages of structural differentiation. 
In this material the inner 
epithelium may be divided into four 
regions, according to the grade of dif- 


enamel 


ihdividual cell. 


Here the cells 


their 
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Central bodies were found in the cells 
of all the four regions. 
characteristic feature of each region 
is the relative location of the central 
bodies. In the first region the central 
body has no definite location; in the 
second it is situated at the periphery, 
close to the upper surface of the cell. 
In the third region it changes its 
location and moves towards the base 
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Neurology, 
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between the nucleus and the base of 


Muscle Reaction after Nerve 


DonaLp H. Barron (Journal of Com- 


1934) 


describes the results of peripheral 
‘anastomoses between the fore and hind 
limb nerves of albino rats with regard 
to the restoration of function and tone 
to muscles the nerve supply of which 








‘has been damaged. Thirty-three suc- 


cessful anastomoses were obtained, of 
which eighteen cases showed natural 
contractions in the abnormally inner- 
vated muscles. Eight of the animals 
showed strict association of movement 
between the test and the control limbs. 
In six individuals some independent 
movements of the test muscles were 
obtained, while four showed complete 
independence in movements. The 
amount of independent movement 
attained by the abnormally innervated 
muscles is in direct proportion to the 
cross-sectional area of the nervous 
tissue entering them. The sensory 
input to the spinal cord from the 
redistributed nerves in the test 
muscles was reduced by cutting the 
dorsal root fibres of these nerves 
between the ganglion and the spinal 
cord. In every case the amount of 
unassociated movement exhibited was 
reduced following the section of the 
dorsal root fibres. The associated 
movements that persist after anasto- 
moses of nerves may be avoided if the 
sensory components of the regenerated 
nerves are sufficient to control the 
discharges from the motor cells whose 
axones form a part of the crossed 
nerve trunk. The ingrowth of sen- 
sory axones is clearly one of the 
important phases of the “relearning”’ 
process following nerve anastomoses. 


Skull Capacity and Size of the Human 
Brain. 


G. von Bonin (Journal of Compara- 
tive Neurology, February, 1934) asks 
what has happened to the size of the 
brain in Europe under the influence of 
increased civilization. For that pur- 
pose he has worked out the capacity of 
extinct and of living European popu- 
lations and has obtained the following 
values: Upper Paleolithic, 1,505; 
extinct Europeans, 1,501-7 + 6:5; 
modern Europeans, 1,446-1 + 5-9. Even 
disregarding the paleolithic popula- 
tion, the difference between the 
second and the third values is clearly 
significant (55-6 + 8-8), and the author 
concludes that in Europe since pre- 
historic times the capacity of the skull 
has decreased. His account of the 
evolution of the human brain, as far 
as its size is concerned, is given as 
follows: While the human brain is 


larger than that of our subhuman 


ancestors, no further increase has 
taken place since the time of Neander- 
thal man, and there is a definite 
indication of a decrease, at least in 
Europe, within the last 10,000 or 20,000 
years. The mean skull capacity of 
Europeans is not higher than the 
interracial mean, and races of low 
civilization show very large as well as 
very small capacities (Eskimos, Kham- 
Tibetans on the one hand, Austro- 
melanesians on the other). The inter- 
racial distribution of cranial capacity 
is satisfactorily described by the 
“normal” law of errors, All the facts 
suggest that size of the brain has 
become stable, its evolutionary path 
has turned a corner, and internal 
organization rather than bulk appears 
now to be of positive selective value. 
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British Wevical Association Mews. 


SCIENTIFIC. 


A MEETING OF THE VICTORIAN BRANCH OF THE BRITISH 
MEDICAL AssocIATION was held at the Medical Society Hall, 
East Melbourne, on Wednesday, November 14, at 8.15 p.m., 
Dr. GeraLp WEIGALL, the President, in the chair. 


The Management of Breech Presentation. 


Proresson R. MARSHALL ALLAN read a paper entitled: 
“The Management of Breech Presentation” (see page 165). 


Dr. J. S. Green said that Professor Marshall Allan’s 
paper had been so complete that there was little further 
to be said, except possibly to emphasize a few of the 
points which he had made. 

One point, however, had not been mentioned because it 
was not strictly an obstetrical problem, namely, that a 
breech presentation involved a considerable amount of 
inconvenience to a busy general practitioner compared with 
a vertex presentation when each occurred in the course 
of the busy day’s work. 

The conversion of a breech into a vertex presentation 
was of value as an antenatal mancuvre, but it was also 
possible sometimes to do this during labour in an interval 
between the pains. One might employ bipolar version or 
use Braxton-Hicks’s manipulation, disimpacting the breech 
with the vaginal hand. . 

Concerning the breech presentation with extended legs, 
Dr. Green continued, it was always wise to be patient, as 
delivery was not always accelerated by bringing down the 
leg. He had known cases in which this mancuvre had 
been followed by delivery as long afterwards as twenty- 
four or thirty-six hours. 

Dr. Green also quoted a case in which he had been 
called in to assist a “gamp” who was attending her own 
granddaughter in labour and had got into difficulites. The 
patient was a primipara and the presentation was a 
breech with extended legs. After having made an examina- 
tion Dr. Green had returned to his home to obtain the 
necessary instruments, and on return there afterwards the 
baby had been born without instrumental help and all 
was well. 

Dr. Green said that he had no doubt of the value of 
early episiotomy in difficult or potentially difficult breech 
presentations, especially in primipare. In delivering the 
arms, traction was useful in helping the anterior shoulder 
to appear under the symphisis pubis, or the posterior to 
rotate through the perineum. In a contracted pelvis it 
was sometimes possible to deliver the breech with the 
sagittal suture in the transverse diameter of the pelvis 
instead of the antero-posterior diameter. Referring to the 
use of the de Ribes’s bag in the vagina in breech cases 
for supporting the membranes, Dr. Green said that his 
experience of this method was not favourable, as there 
seemed to be the possibility of the local pressure causing 
damage to the soft tissues and even sloughing. 

He said that in handling breech presentations he always 
followed any manipulation by extraction of the child as 
soon as possible, because he had formed the opinion that 
the babe sometimes died in the interval between manipula- 
tion and extraction. He concluded by thanking Professor 
Marshall Allan and congratulating him on his very fine 
presentation of the subject. 


Dr. B. Mrtne SUTHERLAND congratulated Professor Allan 
and said there was little room in the discussion for more 
than repetition. 

Referring to the statistics of stillbirths in breech presen- 
tations with assisted deliveries, Dr. Sutherland said that 
if Potter had had an infant mortality rate of as high as 
27% he would certainly not have persisted with his breech 
deliveries as he had done. Referring to the anesthetic in 
breech deliveries, Dr. Sutherland said he was convinced 
that chloroform was the anesthetic of choice. Potter always 
used complete surgical anesthesia and did no manipulation 
until the cervix was completely dilated and taken up. 
Potter also depended on a thorough ironing out of the 
vagina rather than episiotomy. A very valuable procedure 





adopted by Potter was the introduction into the vagina 
of an Auvard’s speculum after delivery of the body, in 
order to enable the babe to breathe while waiting for 
delivery of the head. 


Dr. A. W. SHerwin said he did not care for the use of 
the de Ribes’s bag in breech presentations, but preferred 
episiotomy. Nowadays nearly all breech cases were 
delivered with the patient in the dorsal position. Not 
long ago it was fashionable to use the lateral position. In 
the Paris school of obstetrics Barr used great physical 
force in pressing on the fundus, employing an athletic 
assistant to do this from astride the patient’s chest. 
De Lee, on the other hand, used strong traction on the 
legs, and Dr. Sherwin was convinced that the latter was 
not the best way to deliver a breech. 


Dr. D. Berman asked for information regarding the time 
which could be safely allowed between delivery of the 
body and the delivery of the head in breech presentations 
for the safety of the child and mother. The child was 
almost always born in a condition of apnea, which might 
last from five to fifteen or even twenty-five minutes, and 
it was a question of how long the child could live on the 
reserve of exygen contained in the fetal tissues. 


Dre. W. G. Cuscapen congratulated Professor Marshall 
Allan on his paper and said that one complication which 
had not been mentioned was when the head came off before 
delivery. He himself had seen this unfortunate occurrence 
on two occasions in cases previously mismanaged in 
unskilled hands. He had been able to extract the head 
by working his fingers into the foramen num and 
dragging it out by main force. It was notoriously difficult 
to apply forceps to the head floating loose in utero. 


Dr. Weigall, the President, congratulated Professor 


‘ Marshall Allan on his paper and also those who had the 


good fortune to listen to it. 


Professor Marshall Allan, in reply, said that twenty 
minutes might usually be allowed as a period of safety 
during which the child was not able to breathe, but he 
thought that Potter’s method of introducing a speculum 
to allow breathing was a very good one. 

With regard to the complication of the aftercoming head 
becoming detached, he had dealt with this both by extrac- 
tion with a finger in the foramen magnum or in the mouth, 
as in Smellie’s method. 

He had carried out version in multipare, as well as in 
primipare up to the time of labour, but, unlike Dr. Green, 
he had not had any experience of successful version during 
labour. 





NOMINATIONS AND ELECTIONS. 


Tue undermentioned have been elected members of the 
Victorian Branch ef the British Medical Association: 


Beaumont, Clive Egerton, M.B., B.S., 1932 (Univ. 
Melbourne), Myrtle Street, Myrtleford. 

Crouch, Kenneth Stanton, M.B., B.S., 1931 (Univ. Mel- 
bourne), 49, Carlisle Street, St. Kilda, S.2. 

Davies, Eric James, M.B., B.S., 1931 (Univ. Melbourne), 
37, Horne Street, Elsternwick, S.4. 

Deans, Berwyn Lincoln, M.B., B.S., 1930 (Univ. Mel- 
bourne), D.T.M. (Sydney), c.o Allan Grant, 
Medical Agent, 54, Collins Street, Melbourne, C.1. 

Peake, Harold Vernon, M.B., B.S., 1934 (Univ. Mel- 
bourne), Bendigo Base Hospital, Bendigo. 

Penfold, Henry Boyd, M.B., B.S.,° 1932 (Univ. Mel- 
bourne), Baker Research Institute, Alfred Hospital, 
Prahran, 8.1. 

Stevens, James Sydney Tod, M.B, B.S., 1933 (Univ. 
Melbourne), 216, Auburn Road, Auburn, E.2. 


The undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Wherrett, Reginald Ernest, M.B, 1933 (Univ. Sydney), 
340, Marrickville Road, Marrickville. 
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Wevical Societies. 


THE PUBLIC MEDICAL OFFICERS’ ASSOCIATION 
OF NEW SCUTH WALES. 


THE ninth annual general meeting of the Public Medical 
Officers’ Association of New South Wales was held at the 
British Medical Association House, 135, Macquarie Street, 
Sydney, on January 22, 1935. Dr. H. H. Now anp, the 
President, occupied the chair and 19 members were present. 


Annual Report. 


The Honorary Secretary presented the Committee’s 
report for the year 1934 as follows: 


1. The depressed state of the public finances has 
obliged the Association in 1934 to continue the passive 
policy of reeent years, and in no respect can it be said 
that the lot of the public medical officer has been improved 
during the year. Every effort has been made, however, to 
combat a tendency to make the industrial depression an 
excuse for withdrawing those few advantages which have 
been gained in the past. 

That the present state of affairs cannot continue 
indefinitely is admitted by thinking men of all shades 
of political opinion, and some predict revolutionary 
changes involving radical alterations in the relationship 
of the medical profession to the public. It is the duty 
of this Association to see to it that the interests of public 
medical officers are not prejudiced in these changes and 
for this purpose the hearty cooperation of all members is 
necessary. 

2. The committee met nine times during the year, the 
attendances of members being as follow: Dr. H. H. 
Nowland (President), 9; Dr. J. A. L. Wallace, 8; Dr. 
E. L. Morgan, 5; Dr. M. R. Finlayson, 2; Dr. C. E. Percy, 
9; Dr. H. H. Willis, 9; Dr. Dorothy McClemens, 4; Dr. 
W. K. Flook, 5; Dr. S. Evan Jones, 8; Dr. Chas. Badham, 
1; and Dr. L. O’Reilly, 4. Dr. M. R. Finlayson was absent 
from the State during the greater part of the year, during 
which time Dr. L. O’Reilly represented the Works and 
Railways Group. 

3. The membership roll of the Association now contains 
86 names. Recruitment from the junior members of the 
services remains unsatisfactory. This is rather surprising 
seeing that so many efforts of the Association have been 
directed towards bettering the lot of junior members. 

4. Our relations with other professional and service 
organizations remain cordial and unchanged, except that 
there are indications that the Council of the New South 
Wales Branch of the British Medical Association is now 
more sympathetic to the aspirations of public medical 
officers than it was some years ago. 

5. Five circular letters have been distributed to 
members during the year. 

6. A luncheon was arranged at the University Club, 
Sydney, on Wednesday, March 14, 1934, when we had the 
privilege of entertaining Dr. Victor G. Heiser who was 
visiting Sydney during one of his- world tours for the 
Rockefeller Foundation. Those fortunate enough to be 
present much appreciated Dr. Heiser’s interesting account 
of recent health activities in the West Indies, Abyssinia, 
India, and Siam. 

7. Conditions are not yet favourable for negotiations for 
a new salaries agreement to replace that which expired in 
June, 1933. In some cases vacancies have been filled at 
rates corresponding to the minimum provided for under 
the old agreement, but without provision for increments. 
It is intended to take up this matter with the New South 
Wales Public Service Board at the first favourable 
opportunity. 

8. In the annual report for 1931 members were advised 
to look for promotion as the readiest means of increasing 
their income during the industrial depression. This advice 
stilb holds good, and it has been noted with pleasure that 
several members, notably in the New South Wales Health 
Department, have been promoted in recent years, upon 





which we heartily congratulate them. In some depart- 
ments, however, opportunities for promotion have been 
lacking, and this matter will need the attention of the 
Association in the near future. 

9. Whilst post-graduate study remains a matter of 
special interest to the Association, no action has been 
taken in recent years to secure new facilities, as it is 
felt that full advantage is not being taken of the courses 
at present available. This is largely due to the unwilling- 
ness of administrators to allow reasonable study leave. It 
may be possible to effect some rearrangement of existing 
courses to suit the convenience of administrators, and 
this matter will need attention in the coming year. 

10. Our members in the Federal services were fortunate 
in the year in receiving a substantial remission of their 
salary reductions under the Financial Emergency Act, but 
their nominal salaries have been still further reduced 
ar tee Sp upon another fall in the “declared cost of 

ving”’. 

11. On several occasions in recent years members have 
complained of unsatisfactory arrangements for leave for 
resident medical officers in institutions, but for various 
reasons the Committee has thought it inadvisable to make 
any representations to the responsible authorities. How- 
ever, in November, 1934, a more stringent interpretation 
was placed upon the regulations in the Department of 
Mental Hospitals, which obliged the Committee to make 
representations to the New South Wales Public Service 
Board on this matter. It is felt that there is a good case 
for increasing the amount of leave at present allowed, and 
that attempts to reduce it should be strenuously opposed. 

12. The employment of a number of women practitioners 
in Mental Hospitals has made it necessary to seek a scale 
of salary increments for them, and during the year repre- 
sentations were made to the Public Service Board, but 
without success. 

13. During the year several honoured members of the 
Association have retired from the services on attaining 
the age limit, and it is thought members would like to 
retain them in the Association as honorary members. To 
allow of this an amendment of our rules is necessary, and 
a motion will be submitted to the annual meeting in 
January, 1935, for this purpose. The Committee commends 
it as worthy of support. 


14. The financial statement for the year is appended. 


During the discussion several member expressed dis- 
appointment at the weak attitude adopted by the committee 
regarding leave for resident medical officers in institutions. 
The view was expressed that there was too great a dif- 
ference in the conditions of service between resident and 
non-resident medical officers in the services and that more 
forceful representations to the responsible authorities were 
necessary. The report was adopted. 


Financial Statement. 


The Honorary Treasurer, Dr. C. E. Percy, presented his 
financial statement for the past year, which showed receipts 
of £34 7s. 5d. and expenditure of £18 15s. 3d. The credit 
balance at the end of the year was £416 7s. 2d., including 
the reserve fund of £409 8s. 8d. The financial statement 
was adopted. 

Election of Office-Bearers. 
The election of officers for the ensuing year resulted 
as follows: 

President: Dr. T. L. O’Reilly. 

Auditor: Dr. H. G. Wallace. 

Honorary Secretary: Dr. H. Hastings Willis. 

Honorary Treasurer: Dr. C. E. Percy. 

Committee: Dr. H. V. Baret, Dr. E. L. Morgan and 
Dr. C. E. Percy (State Health Department), Dr. 
H. H. Nowland and Dr. S. Evan Jones (Mental 
Hospitals Department), Dr. M. R. Finlayson 
(Works and Railways), Dr. Madeline Gors and 
Dr. W. K. Flook (Education Department), and 
Dr. H. H. Willis (Repatriation Department). 
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Amendment of Rules. 


Dr. S. Evan Jones then moved, pursuant to notice, a 
motion for the amendment of the Rules of the Association 
to provide for the retention in the Association as honorary 
members of those members who retire from the services 
through sickness or on reaching the age for retirement. 
This motion was seconded by Dr. H. H. Nowland and 
carried unanimously. 


Votes of Thanks. 

The meeting ended with a vote of thanks to the retiring 
President (Dr. H. H. Nowland), the retiring Auditor (Dr. 
Elsie J. Dalyell) and the Committee for their services 
during the year. 





Post-Graduate Tork. 


COURSE IN APPLIED PHYSIOLOGY IN SYDNEY. 


Tue New South Wales Permanent Post-Graduate 
Committee announces that a course of four lectures in 
applied physiology will be given in Sydney by Dr. C. H. 
Kellaway, Director of the Walter and Eliza Hall Institute 
of Research in Pathology and Medicine. These lectures 
will be held at 8.20 p.m. on-four evenings during the 
general revision course which commences on May 27, 1934. 
They will be delivered in the Robert H. Todd Assembly 
Hall, British Medical Association Building, 135, Macquarie 
Street, Sydney. The dates and subject matter of the 
lectures are as follows: 


Monday, May 27, 1935—Pain: A discussion of the 
mechanism of the transmission of pain in the nervous 
system, of referred pain and ischemic pain. 

Wednesday, May 29, 1935.—The peripheral circulation in 
health and disease, including discussion of the vaso- 
motor centre, of the sinus caroticus and aortic vagal 
mechanisms, and of the peripheral factors involved in 
peripheral vasomotor failure and the relation of this 
subject to disease. 

Tuesday, June 4, 1935.—The control of breathing: A 
discussion of the respiratory centres and the action 
of poison and drugs on them, as well as the effects 
on the peripheral respiratory mechanism. 

Thursday, June 6, 1935.—Water distribution and balance 
in the body: A discussion of the mechanism for the 
retention of water in the body and the various types 
of edema. 


Applications to attend these lectures should be made to 
the Honorary Secretary, New South Wales Permanent Post- 
Graduate Committee, 225, Macquarie Street, Sydney. The 
fee for the four lectures will be £2 2s., but £1 1s. to those 
not in active practice and to those attending the post- 
graduate course. Exchange should be added to country 
cheques. 





WEEK-END COURSE AT TAMWORTH, NEW SOUTH 
WALES. 


A week-end course will be held at Tamworth on 
Saturday, April 6, and Sugpday, April 7, 1935, under the 
auspices of the New South Wales Permanent Post-Graduate 
Committee in conjunction with the Northern District 
Medical Association. 

A series of lectures and demonstrations will be given by 
Dr. R. B. Wade and Dr. A. J. Collins. 

The fee for the course will be £1 1s., and those intending 
to be present should register their names with Dr. Brydon, 
Honorary Secretary, Northern District Medical Association, 
Armidale. A full programme of the course will be published 
later. 





POST-GRADUATE LECTURE IN BRISBANE. 


THE Queensland Post-Graduate Committee announces 
that-a lecture will be delivered by Professor John Fraser, 
Regius Professor of Clinical Surgery in the University of 


Edinburgh, at the Geology Theatre of the University of. 


Queensland, Brisbane, on Thursday, February 28, 1935, at 
8.15 o’clock p.m. The subject of the lecture will in all 
probability be “Surgical Conditions in Childhood”. The 
subscription fee to the lecture is five shillings. Members 
desirous of attending the lecture are asked to make 
application for tickets as soon as possible to the Honorary 
Secretary of the Queensland Post-Graduate Committee at 
the British Medical Association Building, 35, Adelaide 
Street, Brisbane. 


iii, 
—— 


Dbituarp. 





LILIAN HELEN ALEXANDER. 


WE are indebted to Dr. Constance Ellis for the following 
appreciation of the late Dr. Lilian Helen Alexander. 


Dr. Lilian H. Alexander, who has just passed on, 
graduated B.A. (Melbourne) in 1886 and M.A. in 1888, 
being among the earliest women graduates in arts. Before 
this she had entered on the medical course in 1887. Dr. 
Alexander, togethér* with Dr. Helen Sexton, had been 
desirous of doing medicine. They adopted the novel device 
of advertising in the Press for women having a similar 
desire, and they had response from five others, including 
Dr. Stone and Dr. Whyte. Together they approached the 
University Council, with the result that the course in 
medicine was opened to women. Owing to family calls on 
her time Dr. Alexander qualified in 1893. She then became 
resident medical officer at the Women’s Hospital. Later 
she was one of the group of women doctors who took part 
in the dispensary which developed into the Queen Victoria 
Hospital, and was therefore one of its founders and 
a member of the original staff. On this she remained for 
many years, carrying out both out-patient and in-patient 
surgical work. She was always ready to help the other 
members of the staff, both with advice and active assistance. 
On her retirement Dr. Alexander was made an honorary 
ee and later became a member of the advisory 

rd. 

Both in the hospital and in private practice Dr. Alexander 
was always closely associated with Dr. Helen Sexton; they 
had also similar tastes in art, literature and love of travel; 
and Dr. Alexander made several visits to Europe and the 
United States. On these visits she was able to satisfy her 
love of the arts in the great centres of Europe. Although 
she had not taken any active part latterly in medical 
work, she was always interested in our various activities 
and in the Medical Women’s Society, of which she was a 
past-president. 





FRANK HOBILL COLE. 


Dr. FRANK Hosiit Coie, whose death has been recorded 
in these pages, was born in 1863. He was the son of the 
late John Richards Cole, who came to Melbourne from 
England in 1852. He went to school at Scotch College 
and studied medicine at the University of Melbourne. After 
graduation in 1887 he became resident medical officer at 
the Children’s Hospital, Melbourne, beginning an associa- 
tion which was to last for forty-seven years. He gave of 
his best to the hospital and built up a reputation as a 
skilled pediatrician. He became in turn honorary medical 
officer to the Children’s Hospital from 1893 to 1920 and 
honorary consulting surgeon, holding the latter position 
from 1920 until his death. In recognition of his services 
a ward in the hospital was named after him. In 1904 he 
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took his degree as Doctor of Medicine of the University 
of Melbourne. For twenty-one years he was lecturer and 
examiner in materia medica and pharmacy at the University 
of Melbourne and for many years was a member of the 
Faculty of Medicine. c 
Cole’s principal interest outside his professional work 
was in literature and art. His knowledge of the history of 
Australia, New Zealand and the Pacific Islands was very 
wide. He gathered together a collection of books, 
pamphlets, manuscripts, prints and pictures relating to 
Australasia and the Pacific that was possibly the most 
extensive made by any private citizen in Victoria. When 
his collection was broken up a year or two ago he had 
the satisfaction of knowing that many of his rare works 
were acquired for a library that will in all probability 
become the property of the Australian nation. His collec- 
tion of books on general literature and of first editions 
was also very extensive. 
He is survived by his 
wife, two daughters and 
five sons, to whom the 
sympathy of a_ wide 
circle of friends has been 
extended. 


Sir Richard Stawell 
writes: 
Frank Hobill Cole and 
I were fellow students 
some fifty years ago. He 
was then, as always 
throughout his life, a 
pleasant and attractive 
companion and colleague 
because of his quiet 
thoughtfulness, his 
refined temperament and 
his human kindness. All 
his life he taok his work 
seriously. I remember, 
when he was a clinical 
clerk at the Melbourne 
Hospital, he wrote a 
paper on “The Salicylates 
as a New Treatment for 
Rheumatic Fever”. This 
paper was read at a 
meeting of the Medical 
Students’ Society, an 
active and useful society 
in those days. He made 
his paper very interesting 
and presented a very 
good summary of a new 
form of treatment, which 
he had read about, but 
which was not then 
employed at the hospital. 
I remember we were all 
impressed with the good 
literary quality of Frank 
Cole’s writing and with 
his power of clear expres- 
sion. After he was quali- 
fied he was appointed one of the resident medical officers at 
the Melbourne Children’s Hospital, and a year or so later he 
went into general practice. He always continued to make 
a special study of diseases of children and for many years 
was on the honorary medical staff of the Children’s 
Hospital, so that, in addition to his busy general practice, 
he was consulted for his special knowledge of pediatrics. 


In later life, in his own home, as I often used to think, 
there was manifest always the same artistic and refined 
temperament which had been apparent when he was a 
medical student. His life was busy and useful and very 
helpful to all who sought his advice, but outside his practice 
Dr. Hobill Cole did not take an active part in medical 
affairs, though he was exceptionally interested in his 
hospital work and in the proceedings of the Pediatric 
Society. 








Dr. Felix Meyer writes: 


With the death of Dr. Frank Hobill Cole is severed 
another link of those few that remain with the early days 
of the Melbourne Children’s Hospital. With the history 
of that institution his name will always be associated as 
one who gave whole-hearted service over a long pericd of 
years. Frank Hobill Cole was a man of high ideals, 
cultured and dignified. A lover of art, his fine collection 
of paintings and etchings reflected his excellent taste and 
judgement, and he was always ready to help artists and 
encourage those whose merits had not yet been appraised. 
My friendship with him goes back half a lifetime, and, 
looking back all those years, one realizes the calm and 
steadfast pursuit of knowledge in his specialty, the 
unvarying courtesy, the deep sincerity. To know 
him well was to know a man of fine qualities of 
heart and head, and one who reflected honour on our 

profession. 


Dr. H. Douglas Stephens 
writes: 


As one intimately 
acquainted with the late 
Dr. Frank Hobill Cole 
and proud to enjoy his 
friendship for many 
years, I feel that I can- 
not allow the opportunity 
to go by without express- 
ing my sincere apprecia- 
tion of the help and 
inspiration he has always 
given me. 

His knowledge of medi- 
cine, and of drugs in par- 
ticular, was profound. As 
lecturer and examiner in 
materia medica and phar- 
macy at the Melbourne 
University his interests 
in this branch of his pro- 
fession were intensified 
and no doubt formed the 
basis of the wonderful 
practice he subsequently 
built up. His’ early 
association with the late 
Dr. Snowball, the leading 
children’s specialist of 
the day, and his appoint- 
ment as an honorary 
medical officer at the 
Children’s Hospital 
initiated that interest in 
children’s diseases which 
dominated his future and 
determined the great 
reputation as a pediatric 
specialist which he 
achieved. 

His charming and 
courteous manner, ‘his 
lovable disposition, and 
his genuine sympathy 

with anyone in distress endeared him to all with whom he 
came in contact. Colleagues and intimate friends enjoyed 
his quiet humour and his close acquaintance with subjects 
outside the realm of medicine. He was passionately fond 
of things artistic and his collection of water colours, 
etchings, and Australiana was eagerly sought by 
connoisseurs. 

Those who knew him will always remember and respect 
his memory for his amiable personal qualities, his wisdom 
and ability and his unostentatious charity. 





DAVID MONTGOMERIE PATON. 


We regret to announce the death of Dr. David 
Montgomerie Paton, which occurred on January 15, 1935, 
at Malvern, Victoria. 
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LINDSAY STEVENS MILLER. 





WE regret to announce the death of Dr. Lindsay Stevens 
Miller, which occurred on January 22, 1935, at Hobart, 
Tasmania. 





STELLA BRADLAUGH SYMES. 





We regret to announce the death of Dr. Stella Bradlaugh 
Symes, which occurred on January 27, 1935, at Eltham, 
Victoria. 





Correspondence, 





THE GENERAL PRACTITIONER. 





Sie: Re your leader of January 5, the general practitioner 
is heartily sick of the many platitudes uttered about his 
glory. Gradually, with the establishment of baby, pre- 
maternity, T.B., venereal, asthma, diabetic, rheumatism, 
and other clinics, his work has been filched from him and 
gradually his income has fallen. The very hospitals which 
train him are his leading competitors; and where will it 
end and what use all this extensive training? Why should 
we keep up to date in diseases we never see? It can lead 
to only one way: the degeneration of the general prac- 
titioner. His income will ultimately fall so much that he 
will be obliged to take a government job and many will 
lose interest in their profession. It behoves the powers 
that be to seriously consider these things before it is too 
late. 

Yours, etc., 
LesitIE LARBALESTIER. 

“Tara’”’, 7 
Beach Street, 

Coogee, 

January 12, 1935. 





THE MEDICAL BENEVOLENT ASSOCIATION OF 
NEW SOUTH WALES. 





Sm: The Council of the Medical Benevolent Association 
of New South Wales wishes to convey its thanks to all 
those who so generously contributed to the Christmas appeal 
issued in December. The total sum collected amounted to 
£126 17s. 6d.; £90 of this was immediately distributed to 
ten deserving members and the balance was placed to the 
credit of the general fund. 

Yours, etc., 
J. M. Gru, 
Honorary Secretary. 

135, Macquarie Street, 

Sydney, 
January 14, 1935. 





PEDICULOSIS PUBIS. 





Sre: I was interested to read of the experience of your 
correspondent, Dr. Minogue, in your issue of the 5th instant 
and the heroic measures adopted in combating an epidemic 
of Pediculi pubis. 

It is quite a common experience for me to be called upon 
to treat patients admitted to the Mental Hospital or Recep- 
tion House for the Insane infected with this parasite, and 
I have never known free applications of the following, 
followed by saturated dressings, and commonly prescribed 
under the caption of Lotio capillaris, to fail, provided the 
hair is previously removed. 











Hydrargyri Perchloridi, 0-13 gramme (2 grains). 
Acidi Salicyli, 2-00 grammes (30 grains). 
Liquoris Formaldehydi, 2-00 millilitres (30 minims). 
Parafini Liquidi, 8-00 millilitres (120 minims). 
Tincture Cantharidis, 30-00 millilitres (1 fluid ounce). 
Spiritus Vini Rectificati to 240-00 millilitres (8 ftuid 

ounces). 

Yours, etc., 
Grey EwAn. 
Mental Hospital, 
Newcastle, 
January 14, 1935. 





SINUSITIS IN CHILDREN. 





Sir: Although there have been many articles published 
in the journal during recent months concerning sinusitis 
in children, there has been little reference to the influence 
of climate on this disease. 

It would be interesting to gather information from those 
who practise in high altitudes, as to the frequency of 
the occurrence of sinusitis amongst their patients. 
Personally, after practising for fifteen years in the table 
lands, I have noticed that the higher the altitude, the 
healthier the nasal mucosa. In Kingaroy, Queensland, at 
an altitude of 1,500 feet, occasionally children were 


' encountered who needed an antrostomy, and two or three 


cases of bronchiectasis (always associated with sinusitis) 
were seen annually. 

Armidale is over 3,000 feet above sea level, and during 
my six years here I have seen only two children who 
needed an antrostomy; in all other cases the symptoms of 
nasal obstruction and hypersecretion were cured by an 
adenectomy. Pneumonia is a common disease in this 
climate, also bronchitis, but I have not seen a case of 
bronchiectasis for five years. 

Nearly all nasal trouble in this district is allergic, and 
though hay fever accompanied often by slight bronchial 
asthma is of frequent occurrence, it does not seem to cause 
gross changes in the nasal mucosa. 

I believe that Armidale’s reputation as a health resort 
is due mainly to the beneficial effect of climate on these 
sinus affections, as all other diseases are apparently as 
common here as in other good types of country towns. 
If a high altitude will really cure these people, surely it 
would be better to try the effect of a change of climate 
before subjecting them to a series of operations. I myself 
have had a radical operation performed on every sinus 
in my head, but I was never free of colds until I left the 
coast for the tablelands. 

As it is, a number of children are sent to the boarding 
schools in this district because they are sufferers from 
nasal trouble or asthma, and it is most interesting to 
watch’ them improve in health, and they rapidly gain in 
weight. One headmaster, after going through a batch of 
applicants’ letters, said to me that it would be thought 
that he was head of a sanatorium. - 

I certainly think that the influence of climate on 
sinus disease is worthy of thorough investigation. 

Yours, etc., 
ELLEN M. Kent HvuGHes. 

Armidale, 

New South Wales, 
January 18, 1935. 





ALLERGY IN OTO-RHINO-LARYNGOLOGICAL 
PRACTICE. 





Sm: Dr. Watkins’s article, “Allergy in Oto-Rhino- 
Laryngological Practice”, in the journal of December 22 is 
worthy of very careful consideration. . The problem of 
allergy in the etiology of sinus disease is most important, 
but at the same time very difficult. As Dr. Watkins has 
pointed out, it needs the attention of a trained allergist 
and a careful consideration of environment and extensive 
skin testing. 





















www ew tes ee wwe 


Dal ae nae YS SS VS 


a wa ewe Ve YS 


EEE eee SD we 














Feervuary 9, 1935. 


THE MEDICAL. JOURNAL OF AUSTRALIA. 193 





The important point is the recognition of the condition 
in childhood and early treatment if complete relief is to 
be expected. The cases quoted are exceptional in the 
spectacular results, and I am sure the author does not 
intend to convey the impression that all cases are as 
simple and straightforward. 

In the journal of August 4, 1934, I have drawn attention 
to the importance of allergy in the causation of sinus 
disease, and it is very gratifying to see a similar opinion 
expressed by an ear, nose and throat surgeon. Recently 
Kern and Schenck in America and Just in England have 
also drawn attention to allergy in the causation of sinus 
disease. Thus it seems that the field of allergy in 
medicine is becoming more extensive. 

Yours, etc., 

Wickham Terrace, CLIvE SIPPE. 
Brisbane, 

January 19, 1935. 


¢ 





MATERNAL MORTALITY. 





Sm: Dr. Robert Fowler’s letter on this subject calls for 
brief comment. 

An elaborate and expensive investigation was made by 
Professor Marshall Allan for the University of Melbourne 
during a period of two and a half years, and included the 
most scientific of methods, namely, personal interviews with 
hundreds of obstetric practitioners and in every part of 
the State. His recommendations were adopted by the 
Victorian Bush Nursing Association with results so good 
that I do not think they can continue indefinitely. The 
administration to which he refers consists of the employ- 
ment of nurses holding two or three certificates and in the 
forty-three hospitals the invariable employment of medical 
practitioner and nurse and almost universal antenatal 
supervision. The administration includes the careful inves- 
tigation of every unfavourable case by Professor Marshall 
Allan. If he will kindly refer to my previous letter, he 
will note that I advocated not only better administration 
of the kind just indicated, but also further training of 
medical students and nurses. 

My reason for writing was that the excellent work done 
by the University of Melbourne, with the aid of the 
generous gift of £10,000 from the Edward Wilson (of The 
Argus) Trust, seemed to be in danger of being forgotten, 
with consequent unnecessary repetition of research. 

Continuous biochemical work is proceeding in the 
University in association with a large obstetric hospital. 
But I am sure that if it be desired to set aside a ward or 
wards for some new and special investigation, Dr. Fowler 
will find the hospital authorities sympathetic if a con- 
sidered proposal is placed before them. My own feeling 
is, however, that the real obstacle is, as usual, social, that 
is, the difficulty of making all members of the public under- 
stand the nature and importance of the problem. 

Yours, etc., 
James W. BARRETT. 

103-105, Collins Street, 


Meibourne, 
January 19, 1935. 


Sm: Clinical research into obstetrics is certainly neces- 
sary if we wish to abolish the maternal death rate. Dr. 
Fowler advocates clinical and laboratory research into 
puerperal toxemias and puerperal infections. These are 
but end-results, indicative of some fault in child-bearing 
itself. It is surely necessary, therefore, that child-bearing 
should be studied as a whole and not be split up into 
fragments for that purpose. 

Toxemias and infections are interrelated. In my opinion 
they are different aspects of the same disease. Fevers 
flourish on an albuminuric soil, They must be studied 
together. 

Tedious labour and renal complications are the common 
worries of practice, responsible for much of the infant 





death rate, and of the maternal death rate also. Their 
causes are not known. They can only be found by a 
detailed observation and analysis of child-bearing as a 
whole, by relating the conditions observed during preg- 
nancy with the conditions observed during labour and the 
puerperium. 

It is comparatively easy to organize a research into 
records made in hospitals where complete maternity units 
exist (whether large or small) or where practitioners 
willing to help will make their records available. 

The average labour is most unsatisfactory; its duration 
has increased in the past century. (The duration of labour 
is known to affect the death rate.) The suffering attached 
to it, the exertion, the loss of rest and sleep, the frequent 
fear of it, the laceration, the hemorrhage, must all, 
together, entail a death rate. Only an improvement in 
child-bearing itself, and especially in labour, can be 
expected to reduce the associated mortalities of mothers 
and infants. Until we know the effects of diet on labour 
(for example, what is the effect of “sustenance” on labour ° 
and infancy) and the effects of dental disease on child- 
bearing, we really do not know enough to be able to control 
the death rate. 

If laboratories are to be called in for research, let it 
be the physiologists who shall be commissioned to inquire 
into such basic questions as the effects of diets and sepses 
on pregnancy, labour, recovery and early infancy. No more 
useful animal experiments could be made. Judging from 


_the little to be found in physiological text books on these 


points, it would open up a new field to them, as to us. 
Yours, etc., 


Mary C. De Garis. 
January 20, 1935. 


Sir: I cannot refrain from commenting on Dr. Robert 
Fowler’s letter appearing in the journal of January 19. 
To say that the results achieved by the Victorian Bush 
Nurses is a very unimpressive piece of evidence is most 
ungracious. The details are easily accessible, and one 
would think that every research worker would be cognizant 
of them. These results hold a very valuable lesson to 
anyone who is not too superior to learn from humble 
workers. Dr. Fowler may be like many others I could 
name who will not pause to give thought to the results of 
still more humble and woefully ignorant workers who have 
established, all unconsciously, the proverbial immunity of 
the slums. This “triumph” was attained, not on account 
of administration, but in spite of it. Finally, I am sur- 
prised that Dr. Fowler thinks that only one-third of 
maternal deaths are due to sepsis. By all means allow 
research to go on, but let us focus our attention on a 
vastly improved ministration. The Bush Nurses hold the 
key to the problem. And why not place Charles White’s 
name before Baudelocque and Semmelweis? 

Yours, etc., 
A. C, F. HAtrorp. 

Wickham House, 

Wickham Terrace, 
Brisbane, 
January 22, 1935. 





THE TREATMENT OF SEPTIC STATES ASSOCIATED 
WITH PREGNANCY. 





Sir: Dr. Magarey’s very valuable paper on the above in 
the journal of January 19 is, in my judgement, marred by 
statements which call for comment. 

He does not make it perfectly clear that it is never 
justifiable to attempt the removal of an infected ovum 
through an undilated cervix, and that the proper treatment 
is to stimulate Nature to expel the ovum in whole or 
in part. 

An incomplete abortion should be promptly made 
complete. Dilatation is not necessary when the embryo 
has been expelled, but an unbroken infected ovum with a 
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closed cervix is a different and infinitely more dangerous 
problem. Here the traumatism inevitable from dilatation 
will probably be fatal. I thought I had proved this in my 
paper on “Abortion” in the journal of December 17, 1932. 

I wish I had the opportunity of demonstrating to Dr. 
Magarey how much superior in every way is a large sharp 
curette, for clearing out the products of conception after 
the embryo has been expelled to ovum forceps, finger or 
anterior retractor. Bimanual palpation will protect against 
perforation, by disclosing the situation of the fundus and 
the existence of undue softening and thinning of the uterine 
wall which one finds sometimes in very septic conditions. 

Packing the vagina is at best the least of two evils; 
it favours sepsis by interfering with drainage, and is 
rarely necessary, because hemorrhage sufficient to warrant 
it is not often associated with inevitable abortion. The 
hemorrhage after expulsion of the embryo should be 
stopped by prompt curettage. 

A streptococcic infection may give rise to a perimetritis 
*as well as a parametritis; and ovarian abscess is not 
infrequently seen, a fact which furnishes argument in 
favour of undelayed vaginal celiotomy. 

If one waits for “obvious sign of pus formation” in 
parametric swellings, one will wait a long time, I have 
incised these masses on several occasions without finding 
pus, but tension has been relieved and convalescence 
hastened; more often the burrowing finger has located pus, 
although anything like fluctuation was absent. 

In opening into the pouch of Douglas per vaginam I 
have always made a deliberate dissection rather than “a 
stab”. It is safer. 

Dr. Magarey does not give any reason for “getting further 
and further away” from my practice of opening the 
abdomen from above and removing the foci or focus which 
caused the pelvic suppuration, two weeks after the vaginal 
celiotomy. Dr. Magarey prefers to send the patient out 
of hospital uncured and with a focus which in all prob 
ability will flare up again. Even if it remains latent there 
will be ill-health and suffering which by my practice is 
avoided. 

Dr. Magarey says he will operate after the vaginal 
drainage “in three months”. I would remind him that the 
immunity acquired by the patient in her partial recovery 
will then have been lost; as Sir F. Treves once said: 
“Immunity disappears, therefore do not wait too long.” 

Recently, with Dr. Aspinall, I operated on a woman who 
had been ill since confinement four months previously. 
Seven days after evacuating per vaginam I opened the 
abdomen and removed a large leaking ovarian abscess. 
Seven days after that pus collected in the utero-vesical 
pouch, which I reached by dissecting up the bladder. 
The patient made a perfect recovery. 

“Cauterizing the cervix” has led to stenosis, defective 
drainage and infection. Curtis, of Chicago, and others 
have called attention to serious results from this practice. 
; I have seen these myself on several occasions. 

In The British Medical Journal of December 15 Everard 
Williams, while advocating surgical diathermy, warns 
against the danger of subsequent contraction. 

In conclusion I should like to say how much I 
appreciate and to a large extent thoroughly endorse Dr. 
Magarey’s paper. 














































Yours, etc., 
RALPH WORRALL. 






233, Macquarie Street, 
Sydney, 
Undated. 












ANTISCARLATINAL SERUM AND POST-SCARLATINAL 
NEPHRITIS. 











Sta: May I be allowed to make some observations on an 
annotation on the above subject appearing in THe MEDICAL 
JouRNAL oF AvusTRALIA of January 19, 1935? Your con- 
tributor condemns the general statement, which he 
describes as appearing in many books, that antiscarlatinal 
serum lowers the incidence of complications and sequele. 
‘This statement is new to me. I must confess that I do 










to all, 





not read many books, but the men with whose work I am 
most familiar make no such claim, and I myself have never 
been guilty of it. At no time was there any earthly reason 
to suppose that antiscarlatinal serum, even given early in 
the disease, could exert any benign influence on the 
incidence of post-scarlatinal nephritis or other manifesta- 
tions of relapse. It was not expected in practice and it has 
not occurred. 

While awaiting the arrival of the first consignments of 
antiscarlatinal serum in this country I taught this obvious 
fact. 

In 1926, in the second edition of “Diphtheria, Measles 
and Scarlatina” (pages 295-297), I gave the results of 
personal experience of the serum to that date. No claim 
was made as regards its influence on nephritis or other 
sequela. Then in 1929, at the Sydney session of Congress, 
I read a paper dealing partly with this subject. I quote 
from the abstract of the paper (THE MEDICAL JOURNAL OF 
AvusTRALIA, October 12; 1929, page 525). 


He (myself) had obtained quite definite results from 
using serum. He had found a rapid improvement in 
the patient’s condition, provided the serum had been 
given early, a fading of the rash, a lack of desquama- 
tion, a sharp fall in temperature, unless some obvious 
and gross local inflammation or general sepsis were 
present. The results were strictly comparable with 
those obtained in diphtheria. It had become apparent 
that not only did serum fail to influence the course of 
septic complications present before the serum was 
given, but the late troubles of convalescence were 
more common than in the pre-antitoxin days. 


I returned to the subject of nephritis, relapse and other 
sequele in a paper read in Melbourne in the winter of 
1931, which appeared in full in THe MeEpIcAL JOURNAL OF 
AusTRALIA of December 5, 1931. In this the matter was 
discussed at great, and, I fear, wearisome, length. I went 
so far as to suggest that in selected mild cases serum 
administration should be omitted in the early stages of the 
disease and a small amount given intramuscularly towards 
the end of the second week. We have done this in selected 
cases at Fairfield over a period of years. 

Your contributor says: “He (Osman) comes to the con- 
clusion—and he seems justified—that antiscarlatinal serum 
is of no value in the prevention of post-scarlatinal 
nephritis.” While he has shown laudable industry, and 
while all records have a value, I venture to suggest that if 
the 11,282 cases of scarlatina he has analysed had been 
under his personal care throughout, the knowledge of the 
disease that he would have gained would have deterred him 
from occupying his time with such a laborious and 
needless investigation. 

The general statement that antiscarlatinal serum given 
intramuscularly early in the disease causes the exanthem 
to fade, the temperature to fall, the toxemia to subside, 
the skin to refuse to peel, the patient to feel better, and 
the incidence of early septic complications to fall holds 
good. It has no good effect on the incidence of post- 
scarlatinal nephritis or rheumatism, relapse, tonsillitis 
and adenitis of convalescence or other manifestations of 
recurrent, intermittent or prolonged infection. 

I fear that I have transgressed too greatly on your space, 
so shall not go into details which are readily available 


Yours, etc., 
F. V. ScHOLEs. 
Infectious Diseases Hospital, 
Fairfield, 
January 24, 1935. 





ADRENALINE IN THE TREATMENT OF 
PNEUMONIA. 





Sie: I should like, if I may, to thank Dr. Starr for his 
excellent critical survey, in your issue of October 13, 1934, 
of such an interesting series of cases of influenzal broncho- 
pneumonia. 
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I agree with him that the most interesting feature in 
these cases was the study of the blood pressure. Adrenaline 
was injected subcutaneously in therapeutic doses—10 to 
15 minims (0-6 to 1-0 cubic centimetre) in an equal 
quantity of saline solution every four hours. I cannot, 
however, agree in regarding this as “a logical form of 
therapy in view of .. . clinical and post mortem findings”. 
What were these blood pressure readings and post mortem 
findings? 

“The systolic blood pressure was in general somewhat 
low (110 millimetres), but progressive readings showed 
that this was maintained or might even rise, whereas the 
diastolic pressure fell even 15 or 20 millimetres of mercury 
till death occurred.” 

Since the diastolic pressure depends solely on the peri- 
pheral resistance, while the systolic pressure, other things 
being equal, depends on both cardiac output and peripheral 
resistance, a falling off in peripheral resistance easily 
accounts for the initial rather low systolic pressure. 
Obviously, too, the systolic pressure could only be main- 
tained in the face of this latter fact by an increasing 
cardiac output. 

Since it is a herald of impending death, let us ask our- 
selves why this progressive fall in diastolic pressure and 
peripheral resistance. 

Some of the factors concerned may be as follows: 

1. The pyrexia engendered by the toxemia raised the 
temperature to 103° F. in the severe cases. Since an increase 
in body temperature of 1° F. involves an increase in 
metabdlic rate of 7%, this factor alone raises the 
metabolism to some 35%. , 

2. Adrenaline in doses of 15 minims (one cubic centi- 
metre) was injected subcutaneously four-hourly. It is now 
well established that this substance acts as a very potent 
stimulator of oxidative processes in the tissues generally. 
In man a subcutaneous injection of 20 minims (1-5 cubic 
centimetres) produces the following effects: (@) an increase 
in basal metabolism of about 20%; (b) an increase in 
minute output of the heart of up to 90%; (c) in spite of 
the increased cardiac output there is no definite increase 
in systolic blood pressure, and this is to be explained by 
the fall in peripheral resistance induced by the increased 
tissue metabolism. 

These effects of the injection of adrenaline are all 
manifest in a few minutes and persist for half an hour 
or so. Subsequent injections have an exactly similar 
effect. 

It will be seen, therefore, that the injection of adrenaline 
in such doses as were used in the series would further 
increase the metabolic rate by some 15% or 20%, with 
consequent fall in diastolic pressure, while, if the systolic 
pressure was maintained, it was only at the expense of 
thrashing an already labouring myocardium to Sisyphean 
efforts. 

Evidently, therefore, since adrenaline causes the very 
effect one wishes to avoid, namely, a fall in blood pressure, 
it cannot be regarded as a logical form of therapy on those 
grounds. Moreover, the use of this drug in pneumonia 
presents other disadvantages. 

1. The whole aim of treatment is surely to rest the 
body as much as possible so that it can best combat the 
infection. We have seen how adrenaline on the contrary 
stimulates wasteful katabolic activity in all the tissues, 
depleting them of their stored foodstuffs, and how this must 
result in a proportional increase in respiratory exchange 
and pulmonary ventilation aggravating the dyspnea. 

2. Learmonth has shown that the intravenous injection 
of adrenaline in man lowers the pressure in the com- 
fortably full bladder. Although subcutaneous doses would 
probably have a less definite effect, yet it may be that the 
repeated administration of adrenaline would account for 
the unusually high incidence of retention of urine in Dr. 
Starr’s series. This would especially complicate the grave 
cases in which response to a full bladder would be poor 
on account of mental confusion. 

3. Actually, too, perfusion experiments show that the 
addition of adrenaline to the perfusing fluid greatly reduces 
the volume of urine secreted, and this would defeat one 
of the main indications in treatment. 





4. That adrenaline frequently given is a potent factor 
in the production of intestinal distension would be denied 
by no one who has seen the dramatic paralysing effect that 
it Baa, even in the most extreme dilution, on the duodenal 
strip. 

5. Last, but not least, humanity forbids that the dis- 
tressed and anxious sufferer from pneumonia should be 
subjected to four-hourly hypodermic injections without 
the most pressing indications. 

The post mortem findings in Dr. Starr’s series are some- 
what briefly described: “Disorganization of the suprarenal 
glands was a constant finding.” 

I cannot but feel that the consequent hope expressed, 
that “if we could replace the disorganized suprarenal 
glands we might tide the patient over this serious crisis”, 
is rather forlorn. That it assumes much is suggested by 
the following facts: 

1. The suprarenal gland has the most copious vascular 
supply of any tissue in the body; and allied with this fact 
is the notorious difficulty of studying its histopathology 
since post mortem spoiling so rapidly supervenes. 

2. Lewis has found that marked degeneration of the 
cortical cells occurs in a wide range of toxemias, from 
typhus to mercurial poisons. 

3. That in other diseases, such as diphtheria, when 
hemorrhagic changes occur in the suprarenal gland and 
cause death, there is a characteristic syndrome widely 
different from the classical dénouement of pneumonia 
described in this series. 

Yours, etc., 
F. F. RUNDLE. 

West London Hospital, 

Hammersmith, 
London, W.6, 
January 10, 1935. 





QUACKERY. 


Sir: Dr. A. J. Collins’s statement in The Sydney Morning 
Herald of February 1 will receive the heartfelt support 
of the whole profession in New South Wales. In regard 
to his remarks on the suppression of quackery, here is an 
example of the practice which soon may end in tragedy. 
A few months ago I spent a strenuous forty-eight hours 
pulling round a boy of fourteen years suffering from 
diabetic coma. At the commencement of treatment his 
blood sugar was 600 milligrammes per 100 cubic centi- 
metres. The permanent use of insulin was almost out of 
the question and he was with difficulty kept to a satis- 
factory diet without its aid. His parents are lodge patients 
in poor circumstances and, though justifiable, no charge 
was made for the time spent in administering intravenous 
saline and performing blood sugar estimations. I now 
find that he is being “treated” by a quack, who is charging 
10s. per bottle of medicine with curative powers in diabetes 
mellitus. The quack first gave the boy sweets to eat to 
see what happened! What redress is there in the event of 
a fatal termination to the “cure”? 

Yours, etc., 
—S7).” 
February 2, 1935. 


in, 
-_ 





THE ERIC JEFFREY PRIZE. 


THE sum of two guineas has been received from Dr. 
L. J. Jarvis Nye, of Brisbane, for the Eric Jeffrey Prize 


fund. 


Books Received. 


THE COLVER LECTURES, 1932: ye HEALTH, PAST, 
PRESENT AND FUTURE, by A Rugetes, M.D. ; 1934. 


Baltimore: The Williams and Wiking ompany. Crown 


8vo., pp. 104 
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ome TREATMENT OF Conmecet FEMALE AILMENTS, by 
J. MeCann, M.D. F.R.C.S., F.C.0.G., M.R.C.P.; Third 
Bation: 1934. don: Edward Arnold. Demy 8vo., 


pp. 387. se A 12s. met. net. 

LAR” STAN S FOR LABORATORY CHEMICALS: 
BEING IMPROVED. STANDARDS FOR THE ANALYTI- 
CAL RBAGENTS ro MERLY KNOWN AS “AR”, 
formulated and issued soln by The British Drug Houses 
a —_ Hopkin and illiams Limited; 1934. Demy 

vo., DP. 5 


AUSTRALIA'S VANISHING RACE, by F. W. Jones, F.R.S.; 
1934. Australia: Angus and Robertson. Demy 8vo., pp. 40, 
with illustrations. Price: 2s. 6d. net. 


MATERIA rey FOR NURSES, by A. M. Crawford, M.D., 
F.R.F.P.S.G.; Third Edition ; 1934. London: H. K. Lewis. 
Price: 3s. 6d. net. 
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Diarp for the Month. 


12.—New South Wales Branch, B.M.A.: Executive and 
a2, Finance Commi x 


Tasmanian Branch, - og Branch. 
19.—New South Wales Branch, B .M.A.: Ethics Committee. 
19.—Tasmanian Branch, B.M.A.: Council. 
22.—Queensland Branch, B.M.A.: Council. 
26.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 
27.—Victorian Branch, B.M.A.: Counci 
Fes. 28.—South Australian Branch, BMA: , en 
Mar. 1.—Queensland Branch, B.M.A Branch. 
Mar. 4.—New South Wales Branch, BMA: Organization and 
Science Committee. 
5.—Tasmanian Branch, B-MLA.: Council. 
6.—Western Australian Branch, B.M.A.: Council. 
6.—Victorian Branch, B.M.A.: Branch. 
7.—South Australian Branch, B.M.A.: uae. 
8.—Queensland Branch, B.M.A.: Council 
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Wedical Appointments. 


“ANA 


Crown 8vo., pp. 110. 





Mar. 
Mar. 
Mar. 
Mar. 





Dr. H. R. Smith (B.M.A.) has been appointed Medical 
Referee at Collie, Western Australia, pursuant to The 
Workers’ Compensation Act, 1912-1924. . 

. * 


Dr. H. G: Wallace (B.M.A.) and Dr. H. K. Denham 
(B.M.A.) have been appointed Members of the Board to 
Control the Campaign against Tuberculosis in New South 
Wales. 

. . is 


Dr. G. W. Pottinger has been appointed, under the 
Quarantine Act, 1908-1924, to be Quarantine Officer at 
Cossack, Western Australia. 

* s s 

Dr. B. R. Overend (B.M.A.) has been appointed Assistant 
Medical Officer of Health, Office of the Director-General of 
Public Health, New South Wales. 

. . © 


Dr. J. Hughes (B.M.A.) has been appointed Medical 
Officer, Office of the Director-General of Public Health, 
New South Wales. 





Wevical Appointments Vacant, ete. 


For announcements of medical appointments vacant, assistants, 
looum tenentes sought, etc., see “Advertiser,” pages xvi, xvii. 


Austin Hosprrat ror CANcER AND CHRONIC DISEASES, 
Heme tserc, Victoria: Resident Medical Officer. 

CHILDREN’s HosprTaL (INCORPORATED), PERTH, WESTERN 
AvusTRALiIA: Junior Resident Medical Officer. 

LAuNcEsTON Pusiic Hosprrat, LAUNCESTON, TASMANIA: 
Resident Medical Officers, 

Pretnce Henry Hosprrar, SypNey, 
Honorary Radio-Therapeutist. 

REPATRIATION COMMISSION, MELBOURNE, Victoria: Resident 
Medical Officer. 

Sypner Hosprrat, Sypney, New Sournh Watges: Radium 


Registrar. 


New South WALEs: 





Wevical Appointments: Important Motice. 
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and District United Friendly 
see ociction 
Balmain United Friendly Societies’ Dis- 


‘| Leichhardt eS United 

Manchester Unity Medion! and” i - 

People’s tial Assurance Company 
Limited. 

Phenix Mutual Provident Society. 
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All Institutes or Medical Degenetsies. | 
Australian Prudential Association, Pro- 


Mutual tual National Provident Club. 
National Provident Association. 
or other appointments outside 








Brisbane Associate Friendly Societies’ 
b—— Hospital 
MSmeat and. thoes desiring LODGE  appoint- 
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Officer of Health, District Council of 
¢ on. 
All Lodge Appointments in South Aus- 


All Contract Practice Appointments in 
South Australia. 
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